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ULCERATIVE COLITIS* 


FRANK H. LAHEY, 
Boston, Mass 


First of all, I do not believe that this subject is so controversial from the point 
of view from which | wish to approach it. There is, | believe, no question in our 
mind that a majority of the patients with ulcerative colitis are manageable med- 
ically. There has arisen a side to this question, however, which promotes some 
doubt about the wisdom of medical management; I would not insist on the point 
of view that might be deduced from the high incidence of malignancy that all 
cases of ulcerative colitis ought to be treated surgically. On the other hand, | will 
try to present to you in the course of this discussion at least some data which are 
now becoming more and more available concerning the increasing incidence of 
malignancy in patients with ulcerative colitis who retain their colons, particularly 
when the disease has reached the polypoid stage. 

I think that it might be helpful to present to you perhaps a little biased point 
of view regarding some of the emergencies which occur in connection with ulcera- 
tive colitis. You who practice gastroenterology, by natural circumstances see the 
cases which are not the most urgent type, because the patients in very acute epi- 
sodes of ulcerative colitis, from the point of view of toxicity, that is, with high 
temperatures, nausea, vomiting, multiple stools, with blood and pus, and with 
distention, very often are sent by their family physitians directly to the surgeon. 
Likewise, the patients with massive hemorrhage often go directly to the surgeon, 
or into a group such as ours or other groups everywhere all over the country, 
who are interested surgically in ulcerative colitis. There is still another group of 
patients of this sort, that is those patients with obstruction and perforation, who 
go directly to the surgeon. Still another group of patients who do not go to the 
surgeon early enough is composed of those who have joint infections. 

Those are the exaggerated cases of ulcerative colitis that we see. On the other 
hand, you could rightly say: “You do not see in large numbers the type of patients 
whom we see, who do quite well medically.” We are now seeing them. We have 
had between seven and eight hundred patients with ulcerative colitis in our own 


*Read before the Fourteenth Annual Convention of the National Gastroenterological Aesocia 
tion, Boston, Mass. 24, 25, 26 Oetober 1949 

tDirector, Lahey Clink; Surgeon, New England Deaconess and New England Baptist Hoes 
pitals, Boston, Mass 
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management, and most of them are doing quite well medically. It is from this 
large group that we have been able to draw both experiences, that is, the exper- 
iences with the nonsurgical management, and the experiences dealing with the 
surgical emergencies that occur if one deals with a large number of patients with 
ulcerative colitis. 

I can perhaps accomplish most if I can promote in your mind the things that 
are active in mine, and they are that certain things are true about this disease. 

First, emergencies do arise that cannot be handled medically. 

I know there have been statements to the effect that surgeons have been 
over-enthusiastic. | have no doubt in certain places that has been true. There 
have been statements to the effect that patients have probably been made very 


unhappy from surgical procedures. That was true particularly with ileostomy, but 


should not be now. There have been statements to the effect that hemorrhage is 
never an urgent situation in ulcerative colitis. That is not true, because we see it 
often and it is an urgent complication that must be dealt with aggressively; other- 
wise fatalities occur. 

Many of the disagreements are based upon something that I said at Atlantic 
City at two separate meetings. | discussed a paper at one of the sections on 
hematology in relation to blood dyscrasias and splenectomy, and there | said some- 
thing that is also so true of ulcerative colitis and ileostomy. It is: the mortality 
of ileostomy or the mortality of splenectomy in patients with blood dyscrasias is 
not in the hands of the surgeon; it is in the hands of the hematologist, and in the 
hands of the medical man and gastroenterologist because we now know how to 
do ileostomies very well. We can do ileostomies that will function, that will not 
prolapse, in which the skin will not ulcerate around the ileostomies, and which will 
be well controlled. We have measures to control them and we have ileostomy 
bags. To illustrate, | brought with me a patient upon whom we have done a total 
colectomy and abdominosacral resection, who is wearing a Rutzen bag, in order 
that I can take her up on the stage and demonstrate that she can wear any kind 
of tight-fitting clothes, even including a bathing suit, and in no way be disfigured 
by an ileostomy bag. 

She can tell you that the bag will not leak. She can bathe, swim, play golf, 
do anything in the world she wants to do; in other words, we wanted to demon- 
strate to you that ileostomy should no longer be something that frightens you or 
the patient, so that you wait until the patient is in extremis, 

As we have repeatedly stated, we have had a very fortunate experience in 
being able to do ileostomies early in the history of the surgical management of 
ulcerative colitis. We now have two groups of cases, an early group and a later 
group, in which we can compare mortality. We performed ileostomies on a con- 
secutive early group of 145 cases with a mortality of 22.3 per cent. That is a pro- 
hibitive mortality, but we have now done 70 ileostomies with a mortality under 
4 per cent, 

That is not due to the fact that we do ileostomies better and manage them 
better than we used to, but it is due to the fact that the cases can be done earlier; 
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that they are not done when the patients are in extremis. That is not entirely be- 
cause we have educated the New England public or the groups who have been 
interested in this subject, to send them in. It is because we have something to 
offer these patients with an ileostomy. We can promise them beyond any measure 
of doubt that they can marry, they can have babies, that they can do anything 
they want to after their total colectomics, abdominosacral removals of their 
rectums and tleostomies. 

People with ileostomies in a way form clubs; they all know each other. This 
patient here with me knows almost everybody who has had an ileostomy around 
her time. They meet each other if they come to the clinic and they visit. They 
know, as well as many of us in the clinic who have been interested in this do, 
what the complications with ileostomy are, how well they can do with them, and 
what the limitations are. 

You know the indications for ileostomy (Table 1) as well as I do. The only 
thing I should like to urge is: do not wait until an acute fulminating case reaches 
the stage where no surgeon, no matter how much experience he has had with 
ulcerative colitis, can do an ileostomy without a high mortality. 

TABLE |! 
ror 


1. Acute fulminating cases 

2. Medica! failures 

3. Massive hemorrhage 

4. Subacute perforations, abscess 


peritonitis or fistulas 
§. Obstruction 
6 *oly posits 


Malignant degeneration 
Jomt infection 


9 Incontinence from rigid anus 


We have repeatedly said if you wait until these patients reach the acute 
fulminating stage in which the gastroenterologist, the family doctor, the patient, 
and the patient’s family all realize that if an ileostomy is not done the patient will 
die, that ileostomy cannot be done without a mortality of 25 per cent. That is 
because if we open that patient’s abdomen and touch the colon, or do almost 
anything within the peritoneal cavity, the patient will get peritonitis by permea- 
tion, because the colon is literally permeated with organisms and is edematous. 

We have just had a case which Dr. Cattell was doing in the next room to 
mine, in which the intestine was of the consistency of wet blotting paper. If they 
are allowed to go on to these stages, then, of course, nothing can be done. 

We do not want these patients to endure too many medical failures before 
coming to surgery, particularly when you look at this patient here with me, and 
the dozens of others like her who can be so completely rehabilitated. We must 
not go on with medical failures until some of these complications result that are 
irreversible. One complication which is not recognized often and early enough is 
joint changes. 

These people who have had constantly infected joints because of retained 
and infected colons cannot be restored to health. We cannot restore their joint 
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motion after they have had cartilage erosion. For that reason we would like to 
urge that it is very unlikely that any of these patients with ulcerative colitis who 
have joint involvement can be managed medically. It is not a question of hem- 
orrhage, of obstruction, of toxicity, or of perforation; it is a question of chronic 
repeated infection of joints. This complication should be an outstanding indication 
for ileostomy, total colectomy, and abdominosacral removal of the rectum if there 
is extensive involvement of the large bowel, 

Massive hemorrhage has been a very serious problem. | wrote an article on 
this subject in the July 1949 issue of the Bulletin’. We used to say that we would 
never dare to do a total colectomy and abdominosacral resection in one stage, 
particularly in a patient who had had ulcerative colitis for several months and had 
been so intoxicated and depleted by it that she had lost weight and was a poor 
risk. We have recently, within the last year, had to do an abdominosacral and 
total colectomy in one stage on a young girl who was literally bleeding to death, 
in whom we had tried everything, even filling the colon with plasma. She had had 
multiple transfusions. The ulcerative colitis was uncontrollable and it was a choice 
of total colectomy and an abdominosacral resection or a fatality. Fortunately she 
recovered. We have had that to face a number of times. 

We would like to urge upon you not to let these patients who do have massive 
hemorrhage with ulcerative colitis get into such stages that when you decide to 
do colectomy, they have a very limited chance of surviving because of their 
depleted condition. If they have repeated hemorrhages you must seriously con- 
sider the control of the bleeding by means of either partial or complete colectomy. 

As those patients go on to subacute perforations, abscesses, peritonitis, or 
fistulas, the question is raised, what about the patients who have multiple fistulas, 
and is it wise to continue with medical management? 

Sometimes these patients have multiple fistulas in great variety. They are 
found in other sections of the bowel. They perforate in the small intestine and, 
of course, many patients have a so-called pepperpot anus—multiple fistulas about 
the anus. By the removal of such colons and rectums, the institution of ileostomy, 
and the use of a Rutzen or Torbot bag, you can abolish these fistulas completely 
as they then all heal. 


What can you do with the patients who have subacute perforations and 


multiple abscesses’ Colectomies can be done on many of them because they have 
such tremendous local resistance. I recall some of our experiences with colectomies 
done for ulcerative colitis with perforation and abscesses, and what these patients 
have survived—it is amazing. 

We can recall a young girl who came to us before we knew how to handle 
ulcerative colitis, upon whom we had done an ileostomy. This was in the days 
before we had the Rutzen bag. She discharged everything upon her abdominal 
wall, It digested away her ileostomy, the ileostomy loosened from the abdominal 
wall and retracted into the free peritoneal cavity. She rode from Taunton to Boston 
with the ileostomy discharging into the peritoneal cavity. We washed out the 
cavity and she recovered. These patients have tremendous local resistance to these 
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local infections, and you can do things to them such as resections that you coukl 
never do upon unvaccinated patients. 

Obstruction within the retained colon may occasionally result if the patient 
has an ileostomy and a retained colon. | believe it will soon be universally accepted 
that once an ileostomy is done, that patient will be better off with a colectomy 
and an abdominosacral removal of the rectum. If the colon is a true lead-pipe 
colon, there are repeated areas of cicatrization and obstruction. As a result of these 
multiple cicatrized areas, greater in one place than another, pus pockets wall 
develop from which so often will arise these infections of the joints that produce 
destruction which is irreversible and irreparable. These are the cases for which 
I recommend earlier ileostomies and colectomies. Many of the obstructions come 
after the ileostomy is done and the colons are put at rest. In 80 per cent of all 
patients who have ulcerative colitis the rectum is involved; therefore, « i very 
unlikely that you will ever be able to restore the fecal stream in many of these 


Fig. 1—The ileostomy bag in place. Note the spigot at the bottom of the bag with which te empty 


it and also note the flatness of the bag 


cases. It is for that and other reasons, that | would urge that if your patients have 
ileostomies, their colons also should be removed. 

If an ileostomy is performed and the colon taken out, the character of the 
ileal discharge will immediately change. It will no longer be entirely liquid most 
of the time. In the majority of cases it will thicken and become semi-solid and 
much easier to manage. Probably this is because the terminal ileum, which is left 
behind, takes up some of the fluid-absorbing function which belongs to the right 
colon when it is normal. Likewise it is true that if these colons are removed there 
will not, as already stated, be the secondary infections of jounts which occasionally 
occur in these colons even after ileostomies. Most important, you will not have 
malignancy which is being found with increasing frequency in the retained colon. 

In our experience cancer of the colon will develop in 5 per cent of all patients 
who have ulcerative colitis. In very few of those patients who develop cancer will 
the diagnosis be made early enough so that an operation can be done which will 
give a good five-year survival rate. We have had 18 patients with ulcerative colitis 
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in whom cancer of the colon or rectum developed, and only 2 are alive. They are 
alive only three years after operation. In both of these cases cancer was found by 
the pathologist incidentally on microscopic examination when he was examining 
the colon, 

Unfortunately; the urgency of the symptoms of ulcerative colitis are such 
that they will obscure the superimposed symptoms of a carcinoma. A diagnosis 
of carcinoma in a patient with ulcerative colitis can be made only under these 
conditions: when a mass can be felt, when there is an unexplained hemorrhage 
of bright blood and when there is an obstruction. By the time these conditions are 
present the lesion will be so large that it will not be curable, particularly in an 
inflamed colon. 

In addition to that we know, from our own experience, that the longer patients 
with ulcerative colitis retain their colons, the higher is the incidence of the devel- 
opment of malignancy. It is probably true that in the patients who have had an 


ulcerated colon for ten years, the incidence of malignancy may rise to 30 per cent. 


I do not believe it is true, as has been suspected, that the incidence of car- 
cinoma in ulcerative colitis is the same as the incidence of polyp, which probably 
is 5, 6 or 7 per cent, and that carcinoma results from malignant degeneration of 
the polyp. | believe it is due to a different type of process. It is due, we believe, 
to the frequent hyperplasia and metaplasia that goes on in these colons, with their 
repeated changes of acute episodes and resolution. 

A majority of these patients with ulcerative colitis can be treated medically. 
Of 327 cases that were followed from two to fifteen years, it was found that 
medical management brought about either marked improvement or complete re- 
lief of symptoms in two-thirds of the patients with the milder forms and in one- 
third of those with the more severe forms of the disease. 

Finally, before I show this patient who has been good enough to come here, 
1 should like particularly to speak about how these operations are done. These 
patients used to have to go through multiple stages. We used to do an ileostomy 
and then wait three months. We then resected the right colon and transverse colon 
to the splenic flexure, and waited three months. Then the splenic flexure, descend- 
ing colon and the sigmoid were removed, and we waited three months. That 
rarely happens now. With greater experience we now do the ileostomy and wait 
until it is well established. We then take the colon out down to the sigmoid and 
wait three months, and then do an abdominosacral resection. 

We used to fear greatly that these patients would decide to have a baby. We 
advised them strongly against it, and they, much against our advice and judgment, 
have had babies and proven to us that we were wrong. They have had babies 
between the various stages of the operation—between the first and the second 
stages, between the second and third stages, and after the final stage, and so far 
nothing has happened to any of them. 

Before | show the patient, | will say that she will be glad to aaswer any 
questions you want to ask. She has dedicated herself, in a measure, to patients 
with ileostomies, and she is willing to come in here because she thinks that if she 
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can show you that these patients can be completely rehabiluated, « will be a 
contribution from her in repayment for what she feels has been done for her. 

lo summarize these remarks: 

(1) Heostomy can now be done with complete satisfaction, 

(2) The patients can live with complete comfort and participate im every 
activity. 

(3) Do not delay resection of the colon until the patients get joint changes. 

(4) Do not let these patients get in desperate condition from imtoxication 
before the ileostomies are done. 

($) Do not let the patients with hemorrhage continue to bleed too much 
before the colectomies are done, Colectomy promptly removes the danger of 
hemorrhage and rehabilitates them. 

(6) Finally, keep in mind that there is growing evidence that the patient with 
ulcerative colitis who retains his colon is a candidate for an increasing percentage 
of carcinomas. 

Now we will present the patient. Here is the Rutzen bag (Fig. 1), She wore 
a tight-fitting dress purposely, and any of you can see the bag if you wish 

Phe bag is perfectly flat, has a spigot in the bottom, and can be closed with 
an elastic band. The cement used is mostly Latex with a lithe zinc oxide in it, 
and it is put on just the way you patch a tire. It is put on the bag and on the 
skin and, when it is tacky, the bag is placed on the skin and it is tight. It has a 
couple of little clips on the side to which a belt is attached. The patient can 
loosen the end and go to the toilet and dump the contents, and she changes it once 
in twenty-four hours. She keeps an extra bag. She will let you see it and you can 
examine the bag. 


I feel a little like a patent medicine man showing this patient, but 1 do want 


to give you confidence from actual demonstration that these patients can have 


ileostomies and live, | believe, more happily even than the patients with colos 


tomies and they do very well. They have no skin irritation. You read in the litera- 
ture that these ileostomies need to be skin-grafted. That is not necessary at all. 
All you need to do is measure the ileostomy opening and these bags are so made 
that they fit accurately with no skin exposed. 


REFERENCE 


1. Lahey. F. H.: Massive Hemorrhage in Ulcerative Colitis. Lahey Clin. Bull. 6:150-131, (July) 


Disct SSION 


Dr. William E. Browne (Boston, Mass.):—lf anyone here would really like 
the job of discussing Dr. Lahey’s paper l would be perfectly pleased to ait down. 


I believe from what | am told if you applied now for a ticket for South Pacific 
currently playing in New York, you might get one within six months’ time. I am 
told, too, one of the fine selections in that play is “Some Enchanted Evening”. I 
do not know the words but I do know | invariably find myself enchanted, so to 
speak, in listening to the words of Dr, Lahey. | have heard him discuss this sub- 
ject before and indeed he has made it just as much, if not more, interesting this 
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morning. You know there isn’t one single sentence which he has uttered with which 
one could be in any real disagreement. In substance he has said: “The vast 
majority of patients afflicted with colitis of one form or another are well handled 
by medical management”. He has pointed out three or four things which are im- 
portant to bear in mind in connection with those cases of colitis—ulcerative colitts 

which are really surgical problems. I am sure he has made it very clear what 
surgery can do for many of these patients. 


I would judge from the large number here present this morning that Dr. 
Morrison must in a way feel somewhat repaid for his really untiring efforts in 
making this national meeting a success. He has told me of the distinguished Eng- 
lishman who will be one of the speakers at tonight's dinner. A number of years 
back when Dr. Fred B. Lund was President of the American College of Surgeons, 
at the time when the late Sir Arbuthnot Lane was advocating removal of the large 
bowel for obstipation the then Sir Berkeley Moynihan—later Lord Moynihan 
was here in Boston and spoke at meetings ol the American College of Surgeons. 
He was the house guest, while here, of one of the great surgeons of Massachusetts, 
the late Samuel Mixter. He had a very fine herd of Guernsey cows. Dr. Mixter 


and Sir Berkeley were out for a walk that afternoon and covered pretty well the 


terrain of Dr. Mixter’s farm. At the meeting that night somewhat facetiously Sir 


Berkeley referring to Sir Arbuthnot Lane, and recognizing the existence of many 
critics of Sir Arbuthnot’s procedure, did say he wasn’t too sure as to the number 
of humans in the United States who were troubled with intestinal constipation or 
obstipation, but after having been out with his friend Mixter this afternoon he was 
quite sure that cows were in no way afflicted. 


I have referred to three Englishmen thus far, There was another, the late 
John Henry Newman. In his idea of a university, writing on what education did 
for one, he said in substance that it enabled one to form opinions and judgments 
and to express them—“it enables one to have a clear conscious view of his own 
opinions aml judgments, a truth in developing them, a force in urging them and 
an eloquence in expressing them”. Dr. Lahey has shown these attributes in his 
remarks on ulcerative colitis, Among other things Newman, in regard to education, 
said. “education enables one to know when to speak and when to be silent. It 
enables him to ask a question pertinently and gain a lesson seasonably when he 
has nothing to impart himself”. I have nothing to add to Dr. Lahey’s remarks. It 
is quite obvious that he has intentionally not considered many things which are 
of great importance in making a correct diagnosis in various forms of colitis. He 
has forcefully presented for consideration facts which must be kept in mind in the 
handling of these very difficult problems. 


1 would like to ask him just one question, and it is this. When you have 
decided a patient with colitis is a surgical problem; when you have first done an 
ileostomy and later, depending upon what further studies including x-ray reveal, 
you have removed part of the large bowel, or all of it, down to the lower sigmoid; 


do vou have anv rule which vou invariably follow as regards later on closing the 
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ileostomy and establishing continuity between the terminal ileum and the upper 
segment of the rectum? | have profited by Dr. Lahey's remarks. Again I would 
have you know of Dr. Morrison's untiring efforts in making this convention a 
success. 

Dr. Saul Schapiro (Brooklyn, N.Y .)>—To listen to a paper by Dr. Lahey is 
always a distinct privilege, but to discuss a paper of his is a rare honor, This 
society is indeed fortunate to have the opportunity of hearing him and will benefit 
from his vast experience. 

There are few diseases that tax the patience and ingenuity of the doctor more 
than does ulcerative colitis. However, the problem is becoming somewhat easier 
with the establishment of medico-surgical teamwork. Chronic ulcerative colitis 
represents a multiplicity of diseases and we must remember this when discussing 
the matter so that we all talk about the same treatment for the same type of 
ulcerative colitis; that is, is it acute, subacute, or chronic? Is it infectious, non 
infectious, psychogenic, a nutritional deficiency, an allergy, ete.’ These types of 
colitis, each having a different pattern, require different modes of treatment, and 
that is when the medical and surgical teamwork becomes important 

With constant exchange of ideas and experience between medical and surgical 
workers, there has resulted at least as a working basis, a consolidation of thought 
and general understanding as to what constitutes the medical disease, when it 
becomes a surgical disease, and what type of surgery might be best performed 

Because of the advances of pre- and postoperative care, more patients with 
ulcerative colitis are being treated by radical surgical procedures. It is now realized 
that even after ileostomy, the colon, with its extensive changes never reverts to 
normal, and reestablishment of continuity of the bowel can seldom be restored 
without danger of recurrence. Further, the diseased colon acts as a focus of imfec- 
tion, preventing complete restoration of health. Also the possibility of polyposis 
and malignant degeneration always exists. 

As surgery has become safer, there has been an increasing tendency to follow 
ileostomy with resection of the colon. The results of colectomy have been relatively 
good. It remains to decide which is best, (1) permanent ileostomy with colectomy 
including abdominal perineal resection; (2) colectomy with ileorectostomy or 
ileoanostomy; or (3) permanent ileostomy with right ileocolectomy in the first 
stage, followed later with resection of the remaining colon. 

Regarding the latter, a few days ago I had a personal conversation with Dr. 
Charles Ripstein, coworker with Dr. Miller. To date they have had 54 cases, in 35 
per cent of which they carried the colon resection down to the sigmoid while doing 
the ileostomy; that is, in the first stage the distal sigmoid loop was brought out 
to the abdomen, and the remaining sigmoid and rectum were dealt with later, Of 
the $4 cases done at this one stage down to the sigmoid, two died, one of perfora- 
tion, and the other of massive hemorrhage, both occurring in the remaining colon. 

In seven cases under my observation with ileorectostomies, three had fairly 
good results, but three had such severe symptoms from the retained rectum, they 
begged to have the ileostomy restored. 
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I can offer no other contribution to the valuable and comprehensive informa- 
tion given us today by Dr. Lahey except to emphasize the importance of medico- 
surgical teamwork. Though no definite criteria can be given by which one can 
decide when medical treatment has failed and surgery should be done, there are 
certain opinions on which there seems to be general agreement: 

1. That ulcerative colitis remains primarily a medical problem. Most patients 
have a very mild type of colitis in which the symptoms are not severe and the 
disease constitutes an inconvenience rather than a disability. They rarely develop 
complications, do well medically, and do not require surgery unless there are 
clearcut complications or progressive intractability. 

2. That ulcerative colitis is a medical disease in 75 per cent of the cases, and 
surgical in approximately 25 per cent. 

3, That since surgery has become safer, more cases come to operation at the 
properly chosen time for the carefully selected cases. 

4. That the acute, fulminating type is a medical disease in which surgery 1s 
disastrous and should be avoided unless it is done in the early stages, and even 
then the patient must be adequately prepared with the best supportive measures. 
In this type the recently described medical ileostomy may have a place. 

5. That the decision to do ileostomies, especially in the acute fulminating 
type, take some of the following factors into consideration: rising temperature, 
vomiting, low serum protein, poor appetite, loss of weight and strength, uncon- 
trollable bloody diarrhea and anemia despite repeated blood transfusions, massive 
hemorrhages, etc. 

6. That ileostomy rehabilitates the chronic invalid and saves lives. 

7. That an ileostomy should not be closed. 

8. That ileostomy be performed with intent to follow with colectomy but not 
| before at least four months have elapsed. 

9. That the indications for colectomy include frequent attacks of bleeding 
} and diarrhea associated with joint and skin changes, polyposis, obstructions, severe 
perianal or perirectal infections, impending carcinoma, incontinent anus. 

10, That although many patients with segmental colitis become symptom-free 
Fon a medical regime, if the clinical and x-ray findings show progression of the 
disease, resection is advisable before extension of the colitis precludes anastomosis. 


11. That colectomy should be as complete as possible. 


12. That until recently the colectomy terminated with ileosigmoidostomy or 
ileorectostomy but now the trend is to remove the diseased rectum also, ending 
either with a permanent abdominal ileostomy or ileoanostomy with or without 
sphincters, It remains to be determined whether the ileoanal anastomosis gives the 
patient a proper functional result. 

Dr. Edward T. Whitney ( Boston, Mass.)>—1 should like to add to what both 
Dr. Browne and Dr. Schapiro have said about Dr. Lahey’s paper. 

Dr. Lahey’s experience with the management of something over 700 cases of 
ulcerative colitis is a major feat in itself, as the number of cases coming under the 
care of any one physician or group of physicians is usually limited to a small 
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number in any one year. This may be one of the reasons why so little is known 
concerning the disease and why so many cases do require, at some time or other, 
an ileostomy. 

Life after this procedure is not to be anticipated with pleasure, though per- 
haps this lady and Dr. Lahey would say otherwise, but, on the other hand, neither 
is life markedly pleasurable with the so-called chronic form of this malady. The 
fact that we cannot routinely throw a patient into remission and keep him there 
is an admission on our part that we stull know very littl concerning the etiology, 
for usually when the etiology of a disease is known, modern medicine can find 
some sort of cure or preventive. 

As Dr. Lahey’s paper indicates, investigation is being made, and progress is 
steadily being had, albeit most of such investigation and progress has to be of the 
clinical or therapeutic variety by way of the trial and error method. Such investi- 
gation has substantially followed three seemingly isolated pathways with surgery 
becoming necessary in case of failure, Because of the partial success obtained by 
each one of the three lines of endeavor, they all require serious examination and 
consideration. 

Firstly, the psychiatric approach has had some such surprisingly excellent 
results that a firm foundation has been laid for considering the condition as of 
psychosomatic origin in many cases, especially when it can be pointed out that 
emotional pressure is frequently found to be the activating factor in these cases, 
and that psychotherapy produces a remission. 

From a physiological standpoint it would appear that in such patients chronic 
emotional tension overactivates the parasympathetic side of the autonomic nervous 
system to such an extent that hypermobility and hypersecretion ensue, and when 
we say “parasympathetic system”, we mean more than just the parasympathetic 
nerves; we thean brain, cholinergic nerves of both parasympathetic and/or sym- 
pathetic origin, acetylcholine, cholinesterase, histamine, certain enzymes, certain 
hormones, and even certain hematope netic agents oF processes. 

The second line of investigation was instituted by one of our colleagues, Dr. 
Robert Ehrlich, a member of this Association, who, in the American Journal of 
Digestive Diseases, for September, 1947, entertained the assumption that in this 
disease there was a loss of an intrinsic factor which normally prevented autodiges- 
tion of the colonic mucous membrane. He administered desiccated hog's stomach 
(that being the only known and available source of such a factor at that time), 
and except in those cases found to be allergic to pork, he could produce remissions 
at will. 

His work was shortly confirmed by Haskell and Friedman, who reported in 
the December, 1948, issue of the American Journal of Surgery, a series of cases 
treated with an extract obtained from duodenal substance. 

Better, more potent, and cheaper sources of supply of this factor are being 
discovered, which may answer some criticism of this form of therapy. The ques- 


tion promptly arises: Is it possible that the overstimulation of secretion induced 
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by a hyperactive parasympathetic nervous system so exhausts the supply of this 
intrinsic factor that autodigestion ensues? 

The third line of investigation is the old one, namely, that of infection of the 
bowel wall so long advocated by Bargen and still being reported on or against in 
the literature, and as mentioned by Dr. Lahey today. Certainly we know that the 
use of the nonabsorbable sulfa drugs is a needed and useful measure in producing 
some remissions. This poses a second question, namely: Is it possible that such an 
infection becomes superimposed on an autodigestion brought about by exhaustion 
of an intrinsic factor during chronic hyperparasympathetic activity: 

For a long time now it has seemed to us that until this latter question has been 
refuted, adequate management of this disease necessitates the institution of all 
of these three forms of treatment early in its course; that is, before the glands 
producing the intrinsic factor have become so exhausted by overstimulation that 
atrophy has taken place, thereby subjecting the patient either to the constant 
need for an artificial supply of this factor, or for the surgical removal of his colon. 

Dr. Lahey and his coworkers are to be commended for their farsighted 
approach to this problem as revealed in his paper today. 

Dr. Norman Strauss (Nex York, N. Yj: 1 should like to ask Dr. Lahey if 
the introduction of streptomycin or chloromycetin have in any way influenced the 
course of the disease enther pPre- oF postoperatiy ely 

Dr, Emil Granet (New York, N. Y.):—I1 should like to ask Dr. Lahey as to 
the experience at the clinic with perianal fistulas, specifically the approximate 
percentage, and the management of those cases with the colon retained after 
ileostomy. ‘The perianal infections in our cases have been terrible in extent and 
more common that the reported statistics. 

Dr. Horace W. Soper (St. Louis, MoJ:—I wish to say that I completely 
agree with Dr. Lahey in his ileostomies instead of colostomies. We have had in 
our experience very severe complications following colostomies in ulcerative colitis 
because later on complications occur in which colectomy must be done after the 
colostomy has been there for some time. Then when the surgeon gets down there, 
vou find the ureter imbedded in that colon, and in the surgeon’s attempt to free 
Fit, of course, the patient dies later of peritonitis. 
| want to say one thing about the early diagnosis of ulcerative colitis. It 


usually begins low down in the colon. In the large majority of cases it can be 


diagnosed by means of the sigmoidoscope. You look up there and you find the 


characteristic lesions of ulcerative colitis. 

Dr. Lahev:>—Tell them what they are like. 

Dr. Soper:—They are ulcerative in character. They are disseminated, not 
always completely involving the colon, but they are essentially ulcerative. They 
are absolutely different from the ordinary type of catarrhal colitis, absolutely 
different, so you can make an early diagnos. 

For twenty years I have used a treatment for early ulcerative colitis which 
has been very effective, and that is the simple mineral oil retention enema, six to 
nine ounces being given at night, and allowed to remain in the colon all might. 
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Why? It is not a culture medium. No bacteria will grow in the presence of mineral 
oul; after six weeks or so of this course of Ulreatment, your colite w cured. 

It is mm our late cases, of course, that we must resort to Heostomies and 
resections following resections, as Dr. Lahey has said 

Dr. Frank H. Lahey (Boston, Mass.):—In answer to Dr. Strauss. the intro 
duction of streptomycin and chloromycetin has not in any way influenced the 
course of the disease. 

In answer to Dr. Granet, our experience with perianal fistulas in cases in 
which the colon has been retained has been terrible, too. I do not think it is feasible 
to control fistulas that originate from a retained infection 

I should like to say one thing about the fistulas and that is, vou can remove 
these rectums in the presence of severe imfections around the anus There is 
almost nothing that can happen to them that does not make their removal possible 
and, strangely, the posterior wounds heal quite well. 

You must hot expect the posterior wounds not to cause vou trouble later on 
[hey often break down repeatedly for several months in small areas but they 
ordinarily heal nicely. We expect our patients who have had abdominosacral resec 
tions for cancer of the rectum or ulcerative colitis to leave the hi spital in two 
weeks. We close them all posteriorly except for a small drain, No longer are they 
packed and left open. It is a saving in time and suffering and also in mortality 

Before | answer the other questions, | should like to bring one thing to vou 
that I am quite sure will be helpful to you as gastroenterologists, and that is trial 
ileostomies. W e have done 25 trial tleostomies In early cases in which the patients 
do not do well medically we can now do an ileostomy and later restore fecal con 
unuity. We will not restore the fecal stream until the following conditions are met 
First, the disease must completely disappear; that is, there must be no sign of the 
disease such as diarrhea, fever, blood and pus. Second, haustrations in the colon 
must return. There is no logic in restoring colons that do not have haustrations. 
Third, the rectal mucosa, as Dr. Soper has just said, must become normal: it must 


be nongranular, it must not bleed and it must be flexible. | nless the mucosa is 


normal, restoring the fe al stream will reawaken the disease, Fourth, you must 


tell the patient that in spite of fulfilling all of these three requirements completely, 
the disease will be reawakened in 33 per cent of the cases when the fecal stream 
is restored, and these patients will have to have another ileost my But when you 
realize that two-thirds of the patients have received benefit from the suletracking 


and then have had their fecal stream restored. it is worth keeping in mind. 


The question asked was whethet we evel leave segments of the bowel and 
do anastomosis and restoration of the ex al stream, Yes. we do when the disease 
is segmental, but I should also like to say that it is impossible for me to tell from 
the outside of the colon how far the process extends on the inside. Therefore, if 
there is segmental involvement, you must not do a limited resection. You must 
resect the bowel 2 and even 3 feet ahead of what appears to be the end of the 


process. 
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As to the acute fulminating cases, Dr. Schapiro, | am quite sure we would 
agree except that I do not want you to get the impression that the patients with 
the acute fulminating disease should not have any surgery. | am sure they should 
have an ileostomy, and | am sure you can save lives in many of these cases. 

There is one thing about the acute fulminating case, and it perhaps does not 
interest you as gastroenterologists; it is that you must not do a fancy ileostomy. 
‘These patients want something simple that will sidetrack their fecal stream, and 
that is a small incision, a loop of ileum put up and a tube put under it, and no 
more, with the idea that you will reconstruct the ileostomy later and save their 


lives. If you do a fancy ileostomy when they are in extremis, you will get a nice 


ileostomy but the patient will not be here to enjoy it. 
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SOME PERTINENT FACTORS IN CHOLELITHIASIS*t 


J. M. T. FINNEY, JR. M.D 
Ba Mid 


Many of us in this room are teachers, who are responsible to some extent, at 
least, for inculcating in our students a proper attitude toward, and treatment of 
the manifestations of disease as it affects the human body. Many of us are special 
ists Or consultants, and as such are called in by general practitioners and family 
doctors to see their problem cases, furnishing us additional opportunity to extend 
our sphere of teaching to a postgraduate level on frequent occasions. For this 
reason it is of the utmost importance that we ourselves have a clear picture of all 
the ramifying implications and possibilities of any specific disease as it does, or at 
some future time may, affect the patient exhibiting it. Such ability is really our 
rauon d étre, and without it we fail miserably 

One of the commoner diseases with which you, as gastroenterologists, have to 
deal 1s cholecystitis, and its usually concomitant cholelithiasis, and it is for that 
reason that I have chosen this subject for my address before your Association 

It would be impossible, even if desirable, to give any adequate review of the 
literature on the many aspects of surgery of the biliary tract, or merely of that 
portion concerned with the gallbladder alone. No such attempt will be made. Let 
us rather confine ourselves to the practical personal experiences of one reasonably 
active surgeon during his somewhat over twenty-five years of private practice, 
and see what conclusions may be drawn from such an approach. Let us further 
call on actual case records to present the picture to us; histories which deal with 
proven facts, uncolored by personal feelings or argumentative statements. First, 
however, let us generalize just a little bit, by way of introduction, 

A few years ago there were published several papers, one or two read before 
this Associat.on, I believe, on the subject of “The Silent Gallstone”. It is true that 
at times cholelithiasis is discovered entirely unexpectedly, without any premonitory 
or diagnostic symptomatology, either during the work-up of a patient, or after 
death at the autopsy table. In the latter case one might call them “innocent gall 
stones”, although even then who can say that in some instances they might not 
have been a contributory cause of death in some way, possibly as a focus of 
infection for an arthritis, an asthma, or a failing myocardium? But in regard to the 
living patient, who can look into the future sufficiently accurately to be assured 
that those stones will remain symptomless and innocent throughout the rest of that 
individual's life? And if they should later, even though unexpectedly, figure in 
some hazardous or disastrous ey isle in that | atient’s life, should he who originally 


withheld or failed to advise definitive treatment be absolved of blame? 


During the past few years the two most popular topics for papers on surgery 


of the biliary tract have been those concerning either the extensive resection and 
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the complicated reconstruction involved in the attempted eradication of carcinoma 
of the ampulla of Vater or the head of the pancreas, or the equally difficult and 
often unsatisfactory attempts at reconstruction of the common duct, following 
previous injury of some sort. In the first instance, the ultimate curative value of 


this technically brilliant operation may be at least debatable, and it may even be 


questionable whether, in the long run and considering the operative hazards in the 


hands of any but a master surgeon, the average life span and intervening comfort 
of the patient is really increased over those results obtained by the much simpler, 
but acknowledgedly purely palliative procedure of cholecystgastrostomy of 
cholecystduodenostomy. In the second instance, the operation of reconstruction 1s 
made necessary by a previous surgical mishap in most cases, a fact which could 
be used as an argument against cholecystectomy, during the course of which most 
of these injuries to the common duct occur. With the improvement of postgraduate 
surgical training during the past decade, and the more universal recognition by 
most hospitals of the need for such training before acceptance of a candidate for 
their surgical staff, the incidence of such catastrophes should be materially les 
sened, and the validity of this objection correspondingly weakened. At the very 
worst, and considering the number of cholecystectomies performed under all con- 
ditions, these accidents are few and far between. In spite of the volume of recent 
literature on these two popular subjects, resection of the head of the pancreas and 
reconstruction of the common duct, between them they comprise a very small 
percentage of the surgery of the biliary system. Conversely, cholecystectomy is 
overwhelmingly the commonest of all biliary operations. For that reason i would 
not seem amiss to give a little time to its consideration, This is particularly 
apropos, since nowadays the trend of medicine is all toward the preventive side, 
and if it can be shown that a relatively simple operation, properly timed, can be 
used to thwart a possibly much more serious later eventuality, then we are merely 
keeping step with the modern times. There ts much that can be said in favor of 
prophylactic medicine and surgery. 

‘Technically this operation can be quite simple and casy, or mt may, on occa 
sion, be exceedingly complicated and difficult. The difference, by and large, rests 
on two factors, if one eliminates the physical characteristics of the individual 
patient. The first is whether the gallbladder is acutely inflamed or in a quiescent 
interval at the time of operation, and the second is how much intrinsic and sur- 
rounding damage has been done by previous acute attacks or chronic irmtation 
before the patient has come to surgery. With both of these factors, the family 
doctor or the referring medical man is intimately concerned. True, there must 
always be a “first acute attack”, and this may result in referral for, and perform 
ance of necessary surgery during the acute stage Such, im my cAperience, would 
be a most unusual sequence of events, but entirely understandable, excusable and 
even commendatory. However, where previous warnings are disregarded, and 
symptoms not evaluated and investigated to determine the presence or absence of 
a causative cholelithiasis, or worse still, having determined the existence of stones 


and still not to have urged definitive action toward their removal, then when the 


738 
: 
ies, 
4 
q 
3 
q 
Whe 
? 4 
. 


ee Periment bactioes wm 


patient is faced with an additional complicating operative hazard, someone can be 
rightfully blamed for that fact. As long as stones are present in a gallbladder they 
are a potential menace to that individual's health and future well-being, and the 
sooner they are removed after discovery, the less chance is there for the develop- 
ment of complhic ating factors, to vitiate the gorxd results which should be expected 
from their removal. These are the facts, and they are facts which we, you and I, 
have to impress upon our patients, our pupils, our professional confréres, and the 
public in general if we want to improve the results from, and minimize the hazards 
of surgery for cholelithiasis. 


Lahey has expressed his feelings in no uncertain terms: “It is definitely my 
conviction that if patients were submitted to cholecystectomy before they had been 
through repeated attacks of gallstone colic, not only would the end results be 
infinitely better, but mortality markedly lower Not only will carly operation 
for gallstones be associated with a low mortality rate, but it will definitely preserve 
function and normal conditions in the biliary tract.” 


However, as a surgeon I have become all too familiar with the attitude of 
many a family physician or internist toward his patients as he watches them 
through subacute and recurring attacks of gallbladder trouble, or allays their fears 
when, unexpectedly, stones are found roentgenologi ally, on during the course of 
some unrelated operative procedure. Among the medic al protession in general there 
seems to be a curious reluctance to advise or accept surgical therapy of choleii- 
thiasis until the patient him- or herself precipitates the decision by an acute episode 
which does not subside under treatment with starvation, ice-caps, antispasmodics 
and opiates. This is most unfortunate, but possibly explicable on the grounds that 
each individual man does not observe many instances of the catastrophes which 
may result from too late resort to surgical measures, whereas the abdominal sur 
geon sees the accumulated group from many individual practices. Also possibly 
one of the reasona for late referral of cases to surgery 1s the poor re sults obtamed 
because of such late referral, faulty logic, to be sure, but prejudice is notoriously 
unreasoning. 

May I ask just one really pertinent question at this point! Is there any medi 
cal cure, not palliative treatment, of proven cholelithiasis? Of recent years there 
have been some rather interesting and even startling instances of the redissolving 
of renal calculi of certain sorts, in the living patient, by means of diet and medica- 
tion, but personally I have never heard of any successful application of this prin- 
ciple to gallstones in the human patient. If and when such eradicatory treatment 
becomes possible, then, as a surgeon, l will gladly yield to my medical associates, 
but until then I will maintaim that in almost every instance gallstones call 
for surgery 

If, then, the answer to that question is “No . and it can be shown that the 
presence of stones can be of real danger to the patient's future welfare, apart 
from any discomforts which they might or might not cause of themselves, is there 


not a valid corollary question which might be asked: “/s there an innocent gall- 
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stone, one which will not, at some future time subject that patient to an unwar- 
ranted hazard of health and life?” 

That there ts some risk to the patient in the operation of cholecystectomy is 
readily admitted, but that such risk is lessened when undertaken as a matter of 
choice in a silent mterval, rather than as a necessity in an acute exacerbation, and 
before there have developed other complicating factors such as perforation, mas- 
sive adhesions, diffuse cholangitis or hepatitis, pancreatitis or malignancy, to 
enumerate some of the more possible sequelae of medical temporizing, would 
seem to be equally obvious. 

‘The following briefly abstracted cases, all drawn from my own practice, and 
most of them multiphed many times over, serve to illustrate and emphasize certain 
complications, some fatal but all serious, most of which I believe could have been 
eliminated by earlier surgery. In each instance the history, of long duration, is 
such as to leave little doubt of the diagnosis of cholelithiasis, although it had not 
always previously been made, and to give ample warning of and time to forestall 
just what eventually happened. Can we then hold medicine blameless when it did 
happen? Unfortunate incidents, yes, but largely preventable. 

Case 1—Mrs. R. L. Aged 51. This woman for several years had been having 
rather frequent “bilious attacks”, characterized by digestive disturbances, mod- 
erate pain in the right epigastrium which would run through to her back between 


the shoulders, sometimes with nausea and vomiting, occasionally severe enough 


to require a hypodermic, Eight hours before her admission to the hospital she 
was “prostrated” by a sudden severe knife-like pain in the epigastrium, followed 
by nausea and vomiting. She was given two hypodermics and an enema, without 
affording her much relief, and then sent to the hospital about midnight, in mod- 
erate shock. When operated upon, the gallbladder was found moderately tense, 
thick-walled, and acutely inflamed, containing several stones; but the striking 
finding was diffuse fat necrosis, and a hemorrhagic, almost gangrenous appearing 
pancreas, No attempt was made to remove the gallbladder; it was opened, the 
stones and necrotic mucosa removed, and it and the common duct drained by 
catheters, There were no stones in the duct. The patient had a very stormy course, 
sloughing out a considerable amount of pancreas, requiring insulin to control the 
acute diabetes, and numerous transfusions. She was hospitalized for two months, 
and the wound was not entirely healed for an additional two months. A few years 
later she began having massive hemoptyses, and extensive esophageal varices could 
be demonstrated, without any evidence of hepatic cirrhosis. These, presumably, 
were dependent upon the scarring in the pancreatic area. She was a chronic 
invalid until her death from a profuse hemorrhage 10 years after her operation. 
Acute hemorrhagic pancreatitis as an accompanying complication or sequela 
of chrome or acute gallbladder disease is not an unusual occurrence. The mortality 
rate in several series of collected cases varies from fifteen to over thirty per cent. 
Probably better than seventy per cent of these cases show cholelithiasis; it would 
seem therefore that stones must play some etiological role. The abdominal surgeon 


of reasonably wide experience sees two or three such cases each vear, and dreads 
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them always. Many of them could have been avoided had previous warnings been 
heeded before the final acute episode precipitated surgical intervention 

While acute pancreatitis is a fulminatingly dramatic picture, much oftener the 
surgeon encounters, in his exploration accompanying the cholecystectomy, a mod- 
erate to severe induration and enlargement of the head, and less often of the body 
and tail, of the pancreas, which appears in the operative note as “evidence of 
chronic pancreatitis”. How many of these already have or will develop sufficient 
fibrosis in the smaller intraglandular ducts, to interfere with their proper drainage 
and produce future discomfort for the patient, or even progress to diffuse pan- 
creatic lithiasis or cy stic degeneration? 


Case 2:—Mr. J. W. Aged 56. This large, rather obese man had, over a period 
of five or six years, been having attacks of right upper quadrant pain, which would 
last for two or three days. There had been several episodes of mild jaundice of 
short duration. There was a great deal of chronic indigestion and flatulence. Three 
weeks before admission to the hospital he had a rather sudden excruciatingly 
severe pain in the epigastrium, running through to the back, which lasted for 
several hours in its acute phase. It was finally controlled by hypodermics. A few 
days later mild jaundice developed, which was still present when he entered the 
hospital. At operation a mass of old and fresh adhesions were encountered in the 
gallbladder area. The gallbladder itself was very thick-walled and enlarged, con- 
taining several hundred stones of all sizes. Fistulous openings were demonstrated 
between it and the stomach medially, the transverse colon inferiorly, and the duo- 
denum posteriorly. These holes were all closed and the gallbladder removed, 
needless to say with much difficulty. No stones were found in the common duct; 
the head of the pancreas was quite indurated. After a very stormy convalescence 
of four weeks, this patient finally recovered and has been surprisingly well and 
comfortable, except for a rather large incisional hernia. 


Case 3:—Mrs. R. B. Aged 70. This well preserved old lady had had attacks 
of pain in the right upper quadrant, radiating to the back and the right shoulder 
for “many years”. They were usually fairly promptly relieved by a hypodermic 


administered by her family doctor who had told her that she “probably had gall- 
bladder trouble”, but made no suggestion that she have an operation, or even an 
x-ray examination. Thirty-six hours before admission to the hospital, she ex- 
perienced “breath-taking” pain in the gallbladder area, and running through to the 
back, with marked nausea and almost continuous retching and vomiting. The pain 
rather rapidly came to involve the whole abdomen. She was given four hypoder- 
mics, an enema, two doses of salts and one of magnesium citrate, the latter three 
medications all being vomited. She was finally sent into the hospital after mid- 
night with a clinically obvious general peritonitis, and a white blood count of 
1,200! At operation, when the peritoneum was opened there was a flood of bile- 


like fluid containing large pieces of fibrin. There was a large perforation in the 


fundus of a big, thick walled, gangrenous gallbladder, which contained one stone 
the size of a hen’s egg. The stone was removed, the gallbladder drained, but the 
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patient died 42 hours later of the peritonitis, a failing heart and pulmonary 
edema. 

Case 4:-——Mr, L. T. Aged 50. This, I think, is probably an unique case from 
several angles. Fifteen years before I first saw him, he was invalided for 3 to 4 
months with a severe attack of pain in his right upper abdomen which his local 
doctor called cholecystitis and treated medically. Following this he had a lot of 
digestional difficulty, until 3 years before I saw him, when he had another bout of 
prostrating pain lasting several days. About one week previous to my being called, 
he began to pass tarry stools and feel rather weak. X-rays taken in the County 
hospital, where he was then admitted, were negative except for a calcified ovoid 
shadow the size of a large orange in the right upper abdominal quadrant. The 
blood in the stools became more red and more profuse and in spite of repeated 


transfusions, it became obvious that he was losing blood faster than it could be 
replaced! It was then that I was called up to the country to see him. Clearly 


something had to be done to try to stop the rapid loss of blood, which was thought 
from its character to be most likely coming from a Meckel’s diverticulum. At 
operation the shadow seen in the x-rays proved to be a very large gallbladder, the 
lining of which was completely calcified to a thickness of 2 or 3 millimeters. There 
was a perforation between the fundus and the transverse colon, and caught edge- 
wise in this ostium was a piece of the calcified lining, which had cut a rather large 
vessel in the wall of the bowel. The hole in the colon was repaired, and as much 
of the gallbladder removed as was possible. The patient did fairly well for awhile, 
but then I began to hear from his doctor that abscesses and sinuses were devel- 
oping around the wound, several of which he incised. Eight months after the 
original operation, the patient was sent down to me, and it was found that he had 
an actinomycosis. There was a gradual decline over a period of 3 months, in spite 
of several operations and all manner of treatments. At autopsy he presented an 
actinomycosis of the abdominal wall, chest wall, right lung, diaphragm, liver and 
subhepatic area. 

These cases illustrate results of perforation of the gallbladder. Some such 
perforations become walled off under the liver, some produce sinuses into adjacent 
hollow visci, most commonly the transverse colon, some fail to wall off at all, and 
precipitate a generalized bile peritonitis. Occasionally a perforation into the duo- 
denum will allow the escape of a large stone into the bowel, with a subsequent 
intestinal obstruction necessitating operation. In every instance, the hazard to the 
patient and the difficulties of the surgeon are enhanced many fold. Unfortunately 
litthe emphasis is usually laid on the possible perforation of the gallbladder, in 
fact | have seen and heard statements that this rarely occurs. With such a view- 
point I would have to take serious exception, as in a relatively cursory examina- 
tion of my own case records, I can uncover at least thirty such perforations of 
various kinds. 

Case 5:—Mrs. W. B. Aged 67. This patient had been subject to frequent 
attacks of indigestion with pain in the upper abdomen for over 20 years. There was 


never any jaundice. About 7 months before admission to the hospital she had a 
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sudden attack of severe knife-like pain in the night upper abdominal quadrant, 
with radiation through to the back and up to the right shoulder, accompanied by 
nausea and vomiting. The acute attack subsided after two hypodermics, but ever 
since then she had some discomfort, although under constant medical observation 
and treatment. Five days before admission she had another exacerbation of pain, 
followed within 24 hours by increasing jaundice. She had lost 42 pounds in the 7 
months. At operation the gallbladder was greatly thickened, contaming one very 
large stone and several smaller ones. The common duct was moderately distended, 
containing mucoid mud and inspissated bile, but no real stone. The head of the 
pancreas was rather indurated. The gallbiadder was removed and the common 
duct drained with a catheter. The pathological report was “chronic scarred gall- 
bladder with acute exacerbation, and one small area of early primary adenocar- 
cinoma near the fundus”. This patient died of general abdominal carcinosis 25 
months later, the longest postoperative survival in our series of primary carcinoma 
of the gallbladder. 

Case 6:—Mrs. T. O. Aged 76. This rather obese old lady had been having 
so-called heart attacks for at least 15 years. They consisted of tight constricted 
feeling in the chest, smothery sensations, palpitation, gaseous eructations and occa- 
sional vomiting. No really thorough physical examination had ever been done; no 
electrocardiogram; no gallbladder x-ray series. She finally began gradually to get 
jaundiced, without any particular pain. Five weeks later she was admitted to the 
hospital. Though her icteric index was 48, her stools were never completely 
acholic. At operation there was a mass of adhesions under the liver, involving the 
omentum and the transverse colon. In the midst of this was a small, very hard, 
fibrotic gallbladder completely filled by one stone the size of a pigeon’s egg. The 
common duct was much dilated and very firm. It was completely packed, clear 
back into the liver, with small stones and mud. One fair-sized stone was impacted 
in the ampulla. The pancreas showed much chronic fibrosis, and the liver chronic 
hepatitis. The common duct was cleared and drained, and the gallbladder removed 
with some difficulty; carcinoma was suspected. This was verified by the patholog- 
ical report; in places it invaded the full thickness of the gallbladder wall. This 
patient made an excellent operative recovery, and for a year had no recurrence of 
the “heart attacks”, but then went rapidly down hill and died 15 months after the 
operation, of carcinosis of the liver. 

Case 7:—Mrs. FE. T. Age 79. This patient had had her gallbladder drained 
and stones removed 20 years previously. Within 5 years of that operation typical 
gallstone colic began again, similar to that which she had before operation. These 
attacks had continued, 3 or 4 per year, throughout the intervening 15 years. About 
2 months before admission she had a particularly severe attack which had never 
completely subsided, and during that time she had lost about 30 pounds. On exam- 
ination, there was a long right rectus scar, the upper end of which was quite in- 
durated, though not very tender. The liver edge was down a couple of inches, and 
felt rather irregular and bossed. This was quite tender. Diagnosis of inoperable 


carcinoma of the gallbladder, with liver and abdominal wall extension, was made, 
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but the patient's daughter, who was a graduate nurse, insisted on exploration; 
why she had nat become concerned enough to force operation earlier is hard to 
understand. At operation, the preoperative diagnosis was verified. In addition there 
were several large stones in the gallbladder. A biopsy from a nodule in the liver 
showed primary adenocarcinoma of gallbladder origin. This patient died 2 months 
after the exploratory operation. 

These cases are illustrative of different phases of primary carcinoma of the 
gallbladder, a subject which I reviewed in a paper read and published a few years 
ago. It would appear that somewhere around 4 to 5 per cent of calculous gallblad- 
ders will eventually undergo malignant degeneration, and once this has happened, 
the chance of cure by operation, or by any other means, is virtually nil. This alone, 
in the face of an average mortality from cholecystectomy of around 1.5 to 2 per 
cent, would justify early operation, disregarding any of the other complications 
which may attend gallbladder disease of long standing. | have now, in my own 
personal group of patients operated on since 1932, 21; since writing this, two others 
have been added, 23 cases of primary carcinoma of the gallbladder, all occurring 
in calculous gallbladders, most of which gave a history of fairly characteristic or 
easily recognizable preexisting trouble of from 2 to 20 years’ duration. In 5 there 
had been a previous cholecystostomy for removal of stones, from 4 to 20 years 
before, with subsequent reformation of stones and development of malignancy, 
which in every instance invaded the abdominal wall, following outward along the 
old drain sinus scar. In almost every one of the 23 cases, a prompt cholecystectomy 
when trouble first began would have eliminated the possibility of the carcinoma- 
tous change which later occurred. At it was, when the malignancy had become 
established, every single case died of that malignancy, whether the gallbladder 
could be removed or not. 

Acute hemorrhagic pancreatitis, perforation of the gallbladder and primary 
carcinoma of the gallbladder are all very dramatic and devastating complications 


of gallbladder disease. They almost always give a history of trouble existing long 


before the culminating episode which brings them to the surgeon. They almost 


never occur in an otherwise normal gallbladder, and must all, therefore, be con- 
sidered etiologically dependent upon preexisting gallbladder disease, and in most 
instances stones. Because of these facts, are we justified in disregarding known 
cholelithiasis, or in minimizing to the patient or ourselves the warning of mild 
attacks or suggestive digestional disturbances, without thoroughly investigating 
their cause? Can we sit by, with a clear conscience, until nature and the patient 
force us into action by the acute crisis? 

Now let us consider a smaller, and probably more controversial group of 
cases, where removal of a calculous gallbladder, whether from choice or because 
the patient forced it, produced unexpectedly good results in rather unusual 
circumstances. 

Case §:—-Mr. T. G. Aged 49. In 1934 this patient was hospitalized for 2 
months for what in every way, from his records, seems to have been a typical 


coronary occlusion of considerable size, Following that he had been having attacks 
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ot pain in the precordial area, at times radiating to the back and left shoulder, but 
not down the arm, from 2 to 6 seizures a day and an occasional one at night. He 
had been living the very restricted life of a cardiac invalid for 5 years when he 
had a sudden increase in the severity of his supposed cardiac discomfort, together 
with marked flatulence, anorexia and heart-burn. His pain was relieved only by 
large doses of morphia. After 3 days, jaundice became noticeable, and 2 days later 
he was admitted to the hospital. The patient was highly nervous and most appre- 
hensive. Positive findings were visible jaundice, moderate tenderness in the right 


epigastrium, a liver down about 2 


finger breadths, relatively acholic stools, bile 
in the urine, icteric index of 53, white blood count of 12,450, and inverted T-wave 
in the electrocardiogram, blood pressure 140/95 and a nonvisualiaing gallbladder. 
Four weeks after the onset of jaundice, this man was explored. The transverse 
colon was plastered up under the liver, around the gallbladder, and in a pocket 
between the two was some chronic granulation tissue and several small gallstones 
The gallbladder itself was small and fibrotic, and contained several more stones 
The common duct was explored but no stone’ found, and was drained through 
the stump of the cystic duct. The head of the pancreas was somewhat enlarged 
and indurated. The patient had no more of his anginoid pain following operation; 
his T-wave reverted to normal, in a few weeks he resumed his business activities 
after the lapse of 5 years—and also his week-end golf—and now, 10 years later 
is in excellent health. 

Most of us have seen instances of the confusion of the symptomatology of 
cholelithiasis and coronary disease. The literature contains quite a few articles on 
the apparent close association of these two diseases, as well as of myocardial 
damage in combination with chronic gallbladder infection. It must be noted that 
this may be due to a basic underlying metabolic factor, common to both. Whether 
the patient just cited had actually suffered a coronary accident, in spite of the 
evidence of his record, might be debatable, but certainly he had had at some former 
time a perforation of the gallbladder, and equally certainly the cholecystectomy 
relieved his supposed anginoid symptoms immediately and permanently. We have 
seen this happen in several other instances:—in fact | have one such in the hos 
pital at this writing, whose inverted T-wave has reverted to normal since opera 
tion. Apparently the electrocardiogram is, on occasion, no more, infallible than the 
cholecystographic x-ray. 

In the following group of cases, is it not fair to assume some degree of in- 
fectional allergy, in view of the results obtained by cholecystectomy? 

Case 9:—Mrs. T. G. Aged 48 (a doctor's wife). This woman, over a period 
of 6 years, had become progressively more invalided by an asthma which no form 
of treatment alleviated. Otherwise she had no complaint of any sort until 3 days 
before admission to the hospital, when she was suddenly stricken with a typical 
severe gallstone colic, This progressed to the point where, in spite of the compli- 
cating asthma which would not permit her to lie flat in bed, it was felt operative 
intervention was imperative. At operation she had a tense, thick-walled, partially 
gangrenous gallbladder, filled with thick yellow-green pus and 60 to 70 facetted 
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stones about | centimeter in diameter. The common duct and pancreas were nor- 
mal; a cholecystectomy was done. The asthma which we had feared as a post- 
operative complication, failed to materialize and she was able to resume her house- 
hold duties and social activities in a manner previously impossible. This freedom 
from the former asthma remained until her death 5 years later from pneumonia. 

Case 10:~—~Mies L. M. Aged 56. This saleswoman had been miserable with 
a generalized urticaria almost continually for 2 years, with several periods of acute 
incapacitating exacerbation. She had undergone complete allergy studies, but no 
definite cause for the trouble could be determined, nor any course of treatment 
successful In the course of her studies, a gallbladder R-fay series showed pre 
viously unsuspected stones. At operation a moderately thick-walled gallbladder 
containing about 50 stones was removed. Immediately followmg this there was a 
severe flare-up of the urticaria for about 2 weeks, but she has been free of any 
further recurrence for about 4 years now 

Case l1:—Mr. A. J. Aged 31. For 10 to 12 years this man had been more 
and more crippled by a progressive arthritis of the combined rheumatoid-hyper 
trophi type. During those years he had been checked and rechecked at frequent 
intervals for possible foci of infection, resulting in the gradual removal of all teeth, 
tonsils, and 3 different operations on his sinuses. There was some history of ind: 
yestion, gascous eructation and bloating, never with any significant pain, which 
was ascribed to inactivity induced by his arthritis, Finally, in one x-ray of his 
spine, faint shadows were seen in the gallbladder area, and administration of dye 
revealed, definitely, several stones The patient insisted on an operation tot thei 
removal as being a possible focus of infection for his arthritis, though his doctor 
discouraged the idea. At operation a somewhat thickened gallbladder containing 
X moderate smed stones was removed Culture ot the bile grew a streptococcus 
viridans. This patient still has considerable crippling arthritis, but there has cer 


tainly not been the progression of the disease during the past 5 years which char- 


acterized its continuous course before the gallbladder was removed, and subjectively 
he insists that he has been much more comfortable. 

In all of the foregoing cases the presence of gallbladder disease was totally 
unsuspected until found shortly before the operation. They had all been more or 
less incapacitated because of some apparently totally unallied complaint, And yet 
im each mstance the patient Was either completely relieved of markedly benefited 
by the removal of a chronically infected, calculous gallbladder. Possibly conc: 
dence; possibly a “mental cure’; | doubt as we have had other patients of 
this sort also. They at least suggest the advisability of investigating the status of 
the gallbladder when one is hunting for a possible “focus of infection”, and re 


moving it of it ts incriminated 


Without further discussion, may I close this paper by repeating the question, 


“Ie there a silent, an innocent, gallstone 


Drsctssion 
Dr. lohn M. MeGorean (Reston, Mass.) Finney is to be congratulated 


on this excellent presentation Fron the files of his personal experience he has 
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presented cases which illustrate many aspects of gallbladder disease which are 
frequently overlooked. 

The case which he presented concerning a patient with arthritis, asthma and 
cardiac degeneration illustrates a point which I have emphasized for some ume, 
namely, that the nutritional disturbances associated with gallbladder disease often 
lead to a generalized degeneration of health and constitutional debiliny, This, I 
believe, is brought about in two ways 

First, the reflex irritation from the gallbladder itself produces disturbances of 
the digestive mechanism resulting in improper assimilation of food elements 
necessary to health; and “ 

Secondly, infection from the gallbladder drains through the lymphatics mto 


the liver directly and also along the veins which drain the gallbladder 

This results in the liver, so necessary to the elaboration of amino acids used 
in the repair of the body tissues and maintenance of good health, being impaired 
.in its function. 

Digestive disturbances, | believe, are due to impulses originating in the gall 
bladder itself, setting up a series of reflex disturbances of the digestive mechanism 
associated with antiperistalsis, pyloric spasm, or irritable colon, This reflex mech- 
anism also produces disturbance in the blood vessels to the heart through the 
autonomic nervous system. There results an irritability in the cardiac mechanism 
which sometimes leads to paroxysmal tachycardia. In addition, evidence 
accumulating to show that gallbladder disease may precipitate an imeciprent attack 
or coronary heart disease. 

lhese presentations of Dr. Finney leave no doubt in our minds but that a 
patient who definitely has gallstones or a nonfunctioning gallbladder should be 
given the benefit of early surgery. If the patient is suffering a great deal of pain 
it is relatively easy to convince him of the necessity of surgery. It is evident to 
both patient and physician that surgery is necessary. However, if the patient is 
known to have gallstones or a nonfunctioning gallbladder, and is at the same time 
relatively asymptomatic, then the physician is faced with a different problem. He 
is required to give advice on the basis of future possibilities. 

I have made it a rule that if a patient is under sixty and is in otherwise phys 
ically good condition, surgery should be advised. The patient should be given an 
accurate evaluation ef the situation and an outline of the possible complications 
if surgery is not undertaken. Surgery should be advised on the following grounds 
(1) rupture; (2) jaundice; (3) carcinoma; (4) nutritional disturbances. 

(1) Rupture of the gallbladder occurs in the late sixties. A patient in the 
early fifties may hesitate to undergo surgery to prevent a complication expected 
fifteen years later; however, it should be pointed out that when a person reaches 
his late sixties, life will be found to be just as precious as it ever was, and he may 
not be in a condition to withstand the shock of a ruptured gallbladder. 

(2) Jaundice: While at the Mayo Clinic in 1935, I collaborated on some 
research work on liver function in biliary disease and found that if the patient 


had more than one attack of obstructive jaundice, the liver was permanently 
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impaired in its function, It was, in most cases, capable of sustaining life, but the 
reserve was definitely and permanently reduced. 


If there i a contraindication of the removal of the gallbladder, as a hyper- 


tension or a coronary heart disease of a serious nature, then one would consider 
leaving in a gallbladder which is not producing symptoms. Even a moderate 
degree of symptoms may be controlled by the judicious use of nitroglycerin, since 
a patient may be kept symptom-free on periodic nitroglycerin therapy, and in 
this way saved the suffering aud discomfort of a surgical procedure which would 
not have added to longevity. On the other hand, even in the presence of a serious 
handicap such as cardiac disease, hypertension, or old age, the patient may be 
given the benefit of surgery provided he has sufficient symptoms, ie., if he con- 
tinues to suffer from gallbladder pain in spite of medical therapy. 

We have a colored photograph of a gallbladder removed from a sixty-seven- 
year-old female, showing a perforation near the cystic duct. At the time of opera- 
tion the patient was suffering from severe coronary heart disease. The gallbladder, 
however, would have quickly terminated her life span if not removed. The opera- 
tion was done successfully in spite of her severe heart disease. On the other hand, 
as Dr, Finney has pointed out, it would have been much simpler for this patient 
if the gallbladder had been removed before the heart trouble developed. 

Possibly one of the reasons why the internist is hesitant to refer his gall- 
bladder patients carly for surgery is because of cases in whom poor results were 
obtained. These poor results may be from complications and sequelae of the 
disease, These complications often are the result of not referring the case early 
enough in the disease, or may be due also to failure of the surgeon to bring to the 
operating table adequate knowledge of the physiology of the disease and system 
which he is treating. Some of the complications and sequelae are pancreatitis, 
recurrent cholangitis, and gastritis. One of our most valuable adjuncts in pre- 
vention of postcholecystectomy symptoms is an adequate exploration of the com- 
mon bile duct and T-tube drainage. The common bile duct should be explored in 
approximately 50 per cent of all cases of gallbladder surgery. In each case a T-tube 
should be left in for prolonged drainage. 

On the left of the next slide there is a lateral view of an x-ray of a common 
bile duct showing also the radicals of the biliary tree—the common duct is 
markedly kinked. On the right ts an anterior-posterior view of the same cholangio- 
gram in which this kinking is not obvious. This kinking occurs when the routine 
type of T-tube is used for common duct drainage. This tends to pull out and kink 
the common bile duct 

In order to prevent these complications we developed a tube at the Boston 
City Hospital, by using the principle of the inflatable bag. 

Following surgery, on the fourteenth postoperative day pressure studies 
should be made and cholangiograms taken in order to be able to predict the dura 
tion of T-tube drainage. The T-tube should be left in a long time, if necessary. 
The resting intrabiliary pressure is an indication of the free flow of bile in the 


duodenum. Usually it should not be over 30 mm. of water above the ensiform. 
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Another intrabiliary pressure reading taken is the perfusion pain level in 
which pressure is elevated in the bile duct until the patient experiences pain 
The pain pressure should be above 500 mm. of water. If it is below that we have 
evidence to show that the patient has cholangitis and is likely to suffer from con- 
tinuous symptoms after the T-ube is removed 

We have three smoked drum tracings taken of intrabiliary pressure readings 
at weekly intervals. Only the beginning of the tracing is important in cach instance 
In the first—the beginning of the tracing has a pressure of 110 mm. of water, not 
relieved by amyl nitrite. Several weeks later the pressure begins at around 50 mm 
of water, and finally, on the third, it begins at 10 mm. of water, indicating that 
the edema of the ampulla of Vater or the head of the pancreas has disappeared, 
and as far as this test is concerned, the T-tube may be removed 

Above the point of marked pain the pressure rises to 100 mm. of water. This 
pressure we produced by means of demerol. One hundred millimeters of water is a 
very low pain level and indicates, | believe, residual infection in the small radicals 
of the biliary tree, that is cholangitis, and therefore, the T-tube should be left in 
place for considerable time. 

In an x-ray of the common bile duct and duodenum made by injecting each 
with a contrast media to show the physiology of the biliary tract with reference to 
the complications referred to you can visualize the common bile duct where it passes 
down behind the duodenum, and enters the duodenum at the ampulla of Vater 
This patient had previously suffered from recurrent pancreatic edema and recurrent 
cholangitis. There was a moderate amount of duodenal spasm, and moderate nar- 
rowing of the lower end of the common bile duct, resulting in a back pressure in the 
biliary tract. 

On the next slide you can see that we have reproduced by means of morphine 
sulphate what occurs during an attack of biliary colic. The lower end of the common 
duct is in a complete state of spasm; the ampulla of Vater is completely occluded 
Such a mechanism would be conducive to back pressure in the biliary tract. Regurgi 
tation of the duodenal juices into the stomach ts noticeable, a mechanism which | 
believe produces a great deal of the gastritis in patients who have been allowed to 
suffer from gallbladder disease for many years. 

In the completely relaxed duodenum following inhalation of amyl nitrite there 
is relaxation of the arhpulla of Vater. There is very little regurgitation in the 
pancreatic duct. 

Once again I want to congratulate Dr. Finney on his excellent presentation 
of this paper. 

Dr. Howard A. Bouvé (Boston, Mass.):—1 also want to congratulate Dr. 
Finney on his paper. |, of course, had the opportunity of reading it before this 
time. | enjoyed it immensely 

The facts that are to be considered im this type of surgery or in the diagnosis 
of gallstones, have been impressed on me more by the number of cases of carci 
noma of the gallbladder I have seen in the last five years, occurring in the oldes 


people, m conjunction, often times, with acute cholecystitis, associated with cho- 
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lelithiasis. We have drained those cases, as we felt that they perhaps should not 
have a cholecystectomy, and at a later time we have found from the pathologist, 
from scrapings of the mucosa im removing the stone, that there was an associated 
malignancy. This is one fact | wish to leave with you, and Dr. Finney emphasized 
it also in his paper, that often these so-called “silent stones” are really dangerous 
and produce not only acute cholecystitis but also produce carcinoma by the 
irritation 

I believe that all gallbladders in these older people, associated with stones, 
should be removed for that reason, not only because of carcinoma, but also from 
the fact that a good many of these people in the seventies and eighties do develop 
acute cholecystitis, and if they develop stones in the common duct, it 1s certainly 
a much more dangerous procedure in the seventies and eighties than earlier. Most 
of those patients, you will find, have been to a doctor, and have been told that 
they had gallstones or perhaps a chronic gallbladder. They may or may not have 
been x-rayed. If they have been x-rayed and stones have shown, then they should 
have them removed, even if they are at the age where you woyld almost consider 
domg surgery. 

Ihe other factor that I should like to suggest is that occasionally in acute 
yallbladder disease in the older people, when we find associated cardiac conditions 
or renal conditions, we do not dare remove the gallbladder. We simply drain those 
cases, | think you should scrape the mucosa and get a diagnosis from that. In 
some of them you will get carcinomas. In that case, at a later date, not too tar 
distant, you should remove the gallbladder, because uf they are allowed to run 
any length of time at all, they certainly have a very uncomfortable time and, of 
course, are all fatal. 

Dr. Joseph H. Burnett (Boston, Mass.):—I1 don’t think Dr. Finney would 
have any trouble selling this idea to a general surgical audience, especially some 
of the more recent graduates, because they are eager beavers on this subject; 
however, I discussed this with one internist and he disagrees, and another mternist 
said, “There are too many operations for gallbladder disease, and | am sure that 
the general practitioner would not be sold on the idea.” 

I hope that Dr. Finney will see that this paper reaches these gentlemen so 
that they can read it and understand it, because I think that is where our trouble 
is coming from. The lay people still are of the opinion that gallstones can be 
dissolved, and occasionally one tells you about it. | am sorry to say I think some 
of the general men are of the same opinion. 

On the service that I recently inherited at the Boston City Hospital, it has 
been the custom to take these cases that come in in the acute phase and with 
1.V.’s and penicillin try to get them to quiet down, and then operate on them at 
the end of two and a half to three weeks. We have used up hospital beds, but | 
am glad to say in the past year there have been no deaths under this régime. 

| asked my resident to pick out the cases done in the last few months. He 
vave me a list of thirty-four. Twenty-three of them had many recurrent attacks; 


twenty-seven came in because they were in the acute phase, and at operation 
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thirty of the thirty-four showed stones in the gallbladder. The youngest was a 
young lady of twenty-two, and the oldest was a lady of seventy-tout 

| should like to put one or two questions & Dr. Finney and ect hu reactions 
to the following | erated im one case after forty erent hours only to find m a 
sixty-two vear old man, who weighed 218 pounds, a ruptured appendix with an 


} 


abscess overshadowing the valibladder on 

Another case. a voung lady of seventy-mine, with a history gomg back at 
jeast thirty vears, of recurrent bouts of gallt ladder umcase, erate, dramed 
her gallbladder, t« ok out a handful of stones all of them, | beliewe—and the lady 


went on Her way and six vears later, at the age of eighty-hve, | had to reog erate, 


drain her gallbladder, and 1 found one stone the swe of a marble 
l should like again to thank Dr Finnes tor the priv lege of reading and dis- 


cussing his paper, and I only hope that he can broadcast it a little bit farther 


than this audience 

Dr. Owen H. Wangensteen ( Minneap Minn J:—I have no profound 
convictions upon the subject We must learn more about the tormation of gall- 
stones. Dr. Rewbridge published a paper a tew years ago im which he mehecated 


lecvstogram had disappeared following the ad- 


that stones dem nstrable on a che 


ministration of bile salts. It would have been better if Dr. Rewbridge had operated 
and shown that the stones previously demonstrated were absent faokle wing bile 
salt administration 

We know that stones form readily in the gallbladder Of man and we know 
that in certain areas gallstones are prevalent. In Puerto Rico, for some reason of 


other, the medence ol vallstones among the poy ilation appears to be tar greater 


than with us. a circumstance which suggests the possibility of an extrins« cause 
We need to divert some serious thought and study to such consxlerations 

The very tormation of rallstones 6m a process we know very little about 
Weiser (1933) has been able to initiate gallstone formation in vitro by pourme an 
| holic solution of cholester l into a colloid binder such as gelatin or albumin 
and fibrin. Rhythmic circular banding occurs with the formation of “layered gall 
stones”. This phenomenon is sometimes referred to as “Liesegang” rings 

It is well known, ] believe, that when human gallstones are placed in the 
dog's gallbladder, they dissolve and Uisappeal Many ot us have performed this 
experiment. By placing cotton and introducing an agar culture of a relatively 
avirulent organism into the gallbladder, I succeeded more than 20 years ago in 
producing in dogs a picture like chronic cholecystitis observed in man. The foreign 
bexdies remained and rmed the nidus for gallste ne lormation These observations 
were never published. I have the impression that similar experiments have already 
been dacumented im surgi al literature. Not be ny much ola biochemist, l aban 
doned the problem to pursue studies of bowel obstruction, There is of course a 
difference in the bile salt content of dog and human bile; that of the dogs bile is 
largely taureos holic bile salt; that of man givcochol acd, 


We know from studies of surgeons like those of John Berg, of Stockholm, that 


stasis has a good deal to do with the formation of stones; yet gallstones can form 
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within the common duct. If stones never formed within the common duct after 
excision of the gallbladder, | would like to go along with Dr. Finney’s suggestion 
of excising the silent gallstone as a matter of routine. I agree largely with what 
he has said. My medical colleague, Dr. Cecil Watson, Professor of Medicine at the 
University of Minnesota, I think is far more enthusiastic about the excision of the 
silent gallstone than am I. He has a keener interest in and knowledge of diseases 
of the biliary tract than I. He is inclined to urge the excision of silent gallstones. 

All that Dr. Finney has said about cancer of the gallbladder is very true. I 
don’t know how many such fatal cancers are reported in the vital statistics of the 
United States each year. They probably are not many, but one way to prevent 
cancer of the gallbladder, as Dr. Finney has said, is to remove the gallbladder for 
silent gallstones 

One item that has deterred me from going along fully with Dr. Finney’s sug- 
gestion is that I see at the University Hospitals in Minneapolis each year several 
patients with large incisional hernias and others with strictures of the common 
bile duct—all as a result of the excision of the gallbladder by persons eager to do 
surgery. Let no man throw stones in this discussion; however, let us look realis- 
tically at the problem, Rupture of the gallbladder, cholangitis, gallstone obstruc- 
tion of the intestine as well as cancer of the gallbladder are all owing in part to 
a very conservative attitude toward the silent gallstone. Yet, it seems to me that, 
all these conditions, at least as I see them, are less frequent as a group than are 
the two complications of surgery of the biliary tract which I just mentioned: 
hernia and stricture. 

While giving serious thought to Dr. Finney’s recommendation concerning the 
silent gallstone, let us at the same time urge a greater interest in the study of 
gallstone formation. How much do extrinsic factors have to do with the formation 
of gallstones? Would perfusion of the common bile duct of man, through a T-tube, 
with heterologous bile salts help to dissolve stones which are not readily removed! 
The problem deserves study. 

Dr. Samuel S. Berger (Cleveland, Ohio) :—1 wish vo thank Dr. Finney for 
his excellent presentation. 

| would like to have heard Dr. Finney discuss his method of dealing w ith the 
acutely inflammed gallbladder. Dr. Burnett made some pertinent remarks rela- 
tive to this 

It has been my experience that the surgeons are more conservative than 1 am. 
As soon as the diagnosis of acute cholecystitis is made, the patient usually is ill 
only a few hours or a day, rarely longer. | urge surgical intervention immediately. 
I have found that surgeons are reluctant to operate in the presence of an acute 
infection. The dictum seems to be prevalent among surgeons that it is better and 
safer to wait for the gallbladder infection to subside before going ahead with the 
cholecystectomy. 

1 have never been able to foretell at the time when the patient ts first seen 
whether the acute process will subside or progress to gangrene, perforation, em- 


pyema or liver abscess, etc. Nor have I met the surgeon who could assure me 
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Pertinent Factors m 


that deliberate waiting, even under the most careful observation, might not lead 
to these serious complications. If the patient is first seen when the process ts sub 
siding—the temperature, pulse, leucocytosis and local symptoms are disappearing 
—we are prone to wait but further delay may again result in a flare-up and serious 
complications, Not infrequently inflammation of the gallbladder is apparently of an 
allergic nature as observed in surgically removed material (B.S. Kline). Acute 
necrotizing lesions have been observed superimposed on subsiding inflammatory 
lesions in the gallbladder. This is an added reason for prompt surge al intervention 


even when the patient is seen late; that us, after 48 hours 


In the past I have seen these complications too often, many times at autopsy, 
to permit me to accept a waiting attitude Certainly, in recent years, with more 
skillful technic, better anesthesia, antibiotics and better preoperative and post 
operative care there is less and less reason for delay which, in my experience, ts 
more dangerous than immediate surgery. | think the practice of wanting for the 
acute gallbladder to subside is sull a too common practice both among surgeons 
as well as among medical men. 

1 should like to hear from Dr. Finney what his attitude is in the management 
of acute cholecystitis. 

Dr. John M. T. Finney, Jr. (Baltimore, Md.):—1 want to take this oppor- 
tunity to thank all of the discussers, and | will attempt tn a very few words, be- 
cause we are late, to take up certain points which their discussions have raised. 

I was much interested in the x-ray slides which Dr. McGowan showed—the 
angulation of the common duct, and the difficulties of the T-tube. We, in Balti- 
more—and | say that for most of the surgeons there rarely use T-tubes for just 
that reason. Personally I don't believe | have used a T-tube for simple drainage 
of the common duct in ten years. Our preferable form is to use a small catheter, 
introduced, if possible, through the stump of the cystic duct after the removal of 
the gallbladder. If that is not possible, then to put it through the defect im the 
common duct, and suture it there with triple zero chromic gut, which will usually 
dissolve in about ten days, but in the meantime will insure the tube’s staying m 
place. In that way a catheter, smooth, without angulation, will shde out when it 
is taken out, or when it comes out, without causing additional damage to the 
common duct, and we believe that that furnishes just as satisfactory a4 method of 
drainage with much less trauma and hurt to the patient. 

In regard to the withholding of operation from the hypertensive and the 
coronary-diseased patient, | am afraid 1 would go just one step further than Dr 
McGowan, and say that I believe that unless they are tremendously damaged and 
sick from those troubles, in at least certain instances their concomitant disease 
will be helped by the removal of an mmritating yallbladder, and for that reason we 
do not withhold operation except in most unusual instances. 

In regard to Dr. Bouvé’s speaking of the old patients, my oldest cholecystec- 
tomy, which had to be done in a very acute stage, Was ninety-one years old and 
survived. I have recently had a patient eighty-seven years old who had to be 
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operated on for a rupture of the gallbladder and she also survived, possibly 
because of the present knowledge of antibiotics. | am not one who feels that the 
mere matier of recorded years i a contramdwation to operation, we see sO Many 
people at fifty who physically are older than other people at eighty, that I pay 
very little attention to the years as grven when deciding on whether that person 
needs an operation, or, we hope, will benefit by one. 

Dr. Burnett raised a question of the danger of operation in the acute stage. 
That is a very real danger, but not prohibitive, 

Dr. Berger also asked that question. One of the reasons why the surgeon does 
not hke to operate im the acute stage 6 not that the condition of the gallbladde: 
itself necessarily is a contraindication, although the operation will be much bloodier 
and the gallbladder will be much more difficult to take out, but because of the 
tremendous surrounding edema which makes it much more poasible to injure a 
cystic artery or to lose a cystic artery and injure the duct in trying to pick it up 
again, than in a patient whose gallbladder is not in the acute stage, 

It ts for that reason that the surgeon does not like to get a gallbladder m the 


acute stage after it has gone on for a matter of two or three days 


My own practice is this: If I can see that patient within thirty-six hours of 


the onset of that particular acute attack, then | make an emergency of that 
patient, just as | would of a suspected appendix—midnight, four o'clock in the 
morning, what not. If that patient has progressed beyond the thirty-six hour 
peril, then | would prefer to allow an additional twenty-four hour period to see 
whether he is showing any evidence of cooling off, of subsidence of that attack, 
and, if so, allow the attack to subside—and | mean thoroughly subside. It will 
take probably three, four, five, sometimes six weeks before it has completely gone 
down, not symptomatologically, but as far as the gallbladder itself is concerned. 
lf, however, after the additional twenty-four hour period, there is no evidence 
whatsoever of subsidence, then I feel one has to operate in order to avonul certam 
of the catastrophes having to do with gangrenous areas in the gallbladder and 
leaking through them 


Now, this is a dangerous statement to make, but most gallbladders will not 
perforate under about four days, so vat vour additional twenty-four hour period 
will give you time to watch if you have already overstepped your thirty-six hour 
periad; however, as you know, there are exceptions to every statement, and one 
has to apply one’s judgment to the individual case rather than try to make the 


cases fit one’s accepted rules 
Dr. Wangensteen has raised certain questions which to me are vitally inter 
esting, but, unfortunately, | am merely a clinical operating surgeon, and he ts an 


investigator with the means at his disposal for those mvestigations. l would be 


eternally grate! i} and everlastingly interested if he and his cows rkers, ofr some 


body else. would discover why gallstones form. | know personally that | couldn't 


do it, because I am no quipped to do it. I merely have te accept them when 


they have formed, and ) hat reason | have confined the subject matter of my 


q 


remarks entirely to demonstrable gallstones. | purposely have avowed the some- 
what controversial subject of cholecystitis without demonstrable stones. 1 further 
have avoided the question of various of the antecedents and seq iclae of gallstone 
Operations, such as the so-called liver dy skines a and the upset in liver metaboliam, 
and so forth, and so on. | certainly do not consider myself competent to talk on 
those subjects, but they are subjects of vital importance, and 1 1 most important 
that somebody does investigate them and give us the final answer. Until that 
occurs. | am afraid | shall have to resterate my statement that when you know 
there are gallstones there, the part of wisdom 1m to get md of therm, and l might 
add as corollary to that, that having done vour ob as a surgeon, to the beat of 
your ability, then it is wise to turn that patient back to the mtermst to do his work 
in the follow-up, to try to preserve the normal functions, which are most neces- 


sary for that patient's future well-being 
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PROBLEMS OF ACUTE INTESTINAL OBSTRUCTION®T 
OWEN H. WANGENSTEEN, M.D, Ph.D 


Minneapolis, Minn 


Mr. Chairman, Ladies and Gentlemen: | must apologize for I have no manu- 
script. | was a little dismayed to find when the time rolled around that I should send 
a manuscript to the gentlemen who were good enough to consent to discuss my 
paper, that | had not written anything on the subject in four years; and yet im those 
years there have been no important developments pertinent to the practic al aspects 
of bowel obstruction that are essentially new. | might say one other thing: In those 
early years of trial when I was a young professor at the University, it was cus 
tomary, and it is even true, I believe, in the Boston area, that a new professor has 
to go out into the environs so that his colleagues can take his measure before full 
acceptance. The only subject I knew anything about was intestinal obstruction, and 
when Mrs. Wangensteen, on going home from one of these excursions, said to me, 
“Well, if you can’t go next time and have no manuscript, I think I could give your 
speech for you,” I thought was about time | scurried around for a new topic. | 
confess freely | did wear the subject a bit thin on such occasions. But as I view it 
now, I presume | was searching the minds of others as well as my own for a new 
approach. 

Well, in the intervening years | have remained essentially a plumber of the 
gastrointestinal canal. Occasionally, | have scampered up toward the top of it, and 
sometimes | have lent my efforts to the lower reaches of it, and yet my greater con- 
cern over this span of time has been with the alimentary tract as a whole; and the 
problem of intestinal obstruction ts still a challenging one. 

We can send Tom Thumbs with eyes and fingers for us down in the upper 
reaches of the alimentary tract and also into its lower reaches. I do not believe that 
all those mancuvers have yet been exhausted, and some of the developments which 
have come in intubation relate essentially to enlargement of that kind of vision. 
Every ploughboy who eventually comes to experience some success as an orator has 
probably made his most famous orations in the cornfield; at least, he had visions of 
making them. Every surgeon who stands long hours and operates, of necessity 1% 
occupied with the routine of cutting and sewing and tying ligatures on blood vessels; 
but unless his imagination can be stimulated to think of how his labors may bring 
greater promise of success to his patient, | do not believe that his labor is as satisfy 
ing to him as it might otherwise be. 

Well, | must get to the problem that brought me here today. Sixty years ago, 


when the first Congress of Physicians and Surgeons met im this country to discuss 
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in its broad perspective, among other topics, the bowel obstruction problem, Reg 
inald Fitz, from the Boston area, participated, and after much discussion, t was 
generally agreed that after forty-cight hours of conservative treatment, the patient 
should be handed over to the surgeon for operation. The skills which the surgeon 
had to compete with in those days were, of course, employment of morphine, use of 
aperients, hot stupes, and colonic irrigations 

Today we debate which patient should be operated upon There are those im 
our midst who suggest that every patient should be operated upon early; that bowel 
obstruction is essentially mechanical in its origin, and that relief of mec hanical ob 
struction or occlusion necessitates ordinarily the employment of mechani al means 
Yet our labors can be made less im certain instances by agencies which will deal 
successfully with the difficult problem of distention; and were it not for the sea of 
unruly gut which confronts the surgeon when he operates, | think more of us would 
capitulate willingly and wholeheartedly to the thesis that every patient should be 
operated upon the minute that he can be gotten ready for operation. 

In 1889, when Sir Frederick Treves wrote the second edition of his book on 
bowel obstruction, he said that those who were enamored of statistics probably 
could no doubt show that it would be safer to jump from the Clifton suspension 
bridge than to have bowel obstruction and not submit to operation. Phen, just a 
few years after the meeting of the Congress in this country, physicians and surgeons 
yradually turned toward admitting that patients should be operated upon as soon 
as the diagnosis was made; yet just twenty years ago now, In 1929, when C. Jeff 
Miller of New Orleans, discussed the experiences of the Charity Hospital Staff with 
the management of acute intestinal obstruction, he reported a mortality of 60 per 
cent. That accomplishment has been bettered considerably in the intervening years, 
and essentially, | think, through better understanding of the nature of the ill effects 
of bowel obstruction. 

Tue Errects or Onstrvcrion 

Through taking advantage of conservative decompression measures which ex 
ceed in performance those recommended sixty years ago, re-enforced, in turn, by 
our better understanding of the nutritional, fluid and electrolyte needs of patients; 
and by accomplishing the synthesis of new information out of old facts—-we are 
doing essentially the same operations for acute intestinal obstruction, using largely 
the technics of our forebears; however, we have perfected some of those technics 80 
they can be used with greater precision today than in those earlier times. 

In speaking of progress in our knowledge and understanding of bowel obstruc- 
tion, I might restate just briefly this information; In 1912, Hartwell and Hogate, of 
New York City, gave saline solution to dogs with duodenal obstruction and found 
to their amazement they could prolong the lives of the dogs approximately three 
weeks. Haden and Orr later (1923) hypothecated that, the saline solution detoxified 
an unknown toxin, which they called X. It remained for Gamble and Ross, of this 
city, in 1925, to show that the ill effects of obstruction in the upper gut, were owing 
to the circumstance that the patient lost fluid and electrolytes, which, if adequately 


replaced, constituted good substitution therapy. 
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In the intervening years, we have learned to know something too of the effects 
of strangulating obstructions. Patients having this type of obstruction run the risk 
of loss of viability of the gut; and so too, in patients with sustained intraenteric 
pressure approximating the blood pressure at the venous end of the capillaries there 
is also a threatened loss of viability in the reaches of bowel just proximal to the 
obstraction. A sustained intraluminal pressure in the obstructed intestine prevents 
venous egress of blood, the gut wall softens and the protective barrier of the mucosa 
is lost, and in time noxious agents can permeate into the peritoneal cavity. 

There was a time when it was taken for granted that in all obstructions there 
was increased absorption by the normal route, namely, the mesenteric portal sys- 


tem, but most experimentation has shown that distention per se reduces absorption 


through this area. It is viability of the gut wall that we are concerned with primarily 


in strangulating obstruction, and the relief of obstruction before that happens. 

We know, too, that in strangulating obstructions there may be a large blood 
loss into the gut. The hurrying and quickening of the pulse in volvulus and intus 
susception are due essentially to the shock-like state which may accompany stran 
gulating obstructions. 

Well, when an appreciation of causative factors and when understanding and 
enlightenment come imto any obscure subject, much good. comes from that occur- 
rence. That is one of the great benisons of research. It brings understanding and 
hope out of chaotic confusion 

DiaGnosis 

Now, with reference to diagnosis, we have made some progress. We are using 
essentially the cnteria which our predecessors employed. We have come to appre 
ciate more fully the uses of the x-ray film. The gaseous distention of the gut, espe- 
cially if it is accompanied by evidences of tntestinal colic, such as can be elicited by 
the stethoscope; the concomitant recurrence of intermittent, cramping pain, 
accompanied by loud intestinal notses—that occurrence suggests definitely the 
presence of intestinal colw; and if a patient has gaseous distention of the small 
intestine and has tatestimal colic, he must have, of neecasity, some kind of bowel 
obstruction 

lo confuse us, there are to be certain, such things as spastic ileus. On this 
score, | concede freely | have made so little progress with my ability to differentiate 
Spaat a tleus amd mec hank al obstruction that. within the past year, I have explored 
two patients with spastic tleus thinking they must have mechanical obstruction of 
the yut 

Phe escape of fluid into the peritoneal cavity in strangulating obstruction is 
essentially the agency which helps us to recognize the circumstance that the peri- 
toneum is being irritated; and if, we think of the various grades of rigidity which 
accompany affections of the peritoneum, we know that the most rigid abdomen is 
the boardlike abdomen of peptic ulcer perforation. If one has once put his hand on 
such an abdomen, that experience exceeds the virtue of all description. It is like 
secing an orange once; you recognize it readily when you see another. It is the irr 


tating quality of hydrochloric acid which creates that rigidity. Contrast the lack of 
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such abdominal rigidity in perforations of the lower colon at the time of proc 


toscopy. The presence of feces in the peritoneum ts fraught with great hazard. but 


the pH of feces is about the same as that of » blood. The patient may be 


unaware that anything untoward has happened and needs to be told of the mishap 


Rigidity is therefore a reflection of the character of irritant in the peritoneal cavity 


In strangulating obstr CT the peritoneum stir lated by 


blood escaping into the peritoneal cavity. Moreover, the parietal peritoneum is 


a mild irritant 


probably the most sensitive of all serous men branes, and if time permitted, | would 


like to digress on that matter, tor I regard it as important m the recognition of acute 


abdominal disorders. There are of course opportunities for being wrong when the 
diagnosis of stangulating obstruction is posited largely on the item of whether or not 
there are signs of pentoneal irritation present All of us who have emy lowed this 
sign as a differential criterion have had the experience of operating and finding only 
a simple obstruction, accompanied by the exudation of fluid into the peritoneal 
cavity. That occurrence, of course, is not dismavi it is very disconcerting, how 
ever, to find as time goes on that, the absence of siens of peritoneal irritation caused 
you to believe that the obstruction was simple in nature and, in consequence, a 
strangulating obstruction was overlooked. That may happen to anyone who affects 


to differentiate simple and strangulating obstructions 


In other words, the criteria which guide us in the differentiation are not abso 
lute Dr. Leland Mk Kittrick of this area has stated that, he finds a poly morphonu 
lear leucocytosis the most helpful sign in this differentiation. My colleague Dr 
Robert \W Poon 1s exploring this suggestion exper mentally, contrasting the leuco 
cvytosis occurring im dogs following the establishment of simple and strangulating 
obstructions. A “U" suture can be placed about the gut and left in place until all 
effects of the abdominal incision have passed. Dr. ‘Toon tells me, there may be. in 
the early hours following the establishment of strangulating obstructions. more 
patent evidences of leucocvtosis : however, some hours after the onset, no clear cut 


ditference is discernible 


Also, on this score, it should be said, there are occasions when patients with 
strangulating obstruction exhibit little or no demonstrable evidence of interlerence 
with the problem of intestinal transport; moreover, there may be neither fever nor 
leucocytosis. In other words, the differential diagnosis between simple and strangeu 


‘ating obstruction may be exceedingly difficult, if not impossible. In fact, one may 


debate whether obstruction is present at all 


In the main, the following are important in the recognition of intestinal ob- 
struction 

Intestinal col present, that is, at the acme of intermittent, colicky pain, 
intestinal rumbling or borborygmi may be heard with the stethoscope. In colon 
obstructions particularly, and in strangulating obstructions now and then, one may 
have t listen ong and often to detect the presence of inte stinal colu Patients with 
obstruction of the small intestine ordinarily have feculent vomiting: and if the ob- 


struction is of high grade, the vomiting may be frequent and copious. Strangely 
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enough, in obstructions of the colon, whereas distention may be great, there is 
frequently no vomiting. 

In the old days one used to hear that patients with low obstruction have fecal 
vomiting. That only shows what poor observers physicians and surgeons may be. 
I have the feeling that for every ten people who can speak, there is only one person 
who can think, and for every ten people who can think, there is but one person who 
can observe, and persons who can both think and observe are rare indeed. Some of 
our difficulty on the score of observation is owing in part, I believe, to the circum- 
stance that we find it so difficult to depart from what we are expected to observe; 
in other words, people who write textbooks frequently write of things of which 
they have no first hand knowledge. It is much easier to compose a book out of two 
or three others than to write one out of one’s own experience; and it is only when 
one can delete from our textbooks these barnacles which have hung on through 
generations, and when people will write of their own experience, then we can begin 
to believe all that we read. 


We are all at school in the University of Experience; its lessons are difficult 
and the assignments are long; its tuition fees are the highest of any school in the 
land. Every student and every teacher deserving of the hame must ultimately be 
student and teacher in one person. He must learn to reflect upon the lessons learned 
in the University of Experience. 

I repeat, it is in obstructions of the small intestine, not in low colic obstructions 
that feculent vomiting occurs; as a matter of fact, in high grade obstructions of the 
left colon, distention without vomiting is the rule; and when an indwelling tube is 
introduced into the stomach of such a patient, one gets a gastric or a bilious return; 
a stercoraceous vomit or aspirate through an indwelling tube suggests that the 
patient has an obstruction of the small intestine. Therefore, if the patient has 
intestinal colw and there is no abdominal tenderness; if the vomit or gastric aspirate 


i stercoraccous in character, you can be sure, long before Vou sec the A-TAaY film, 


that this patient has an obstruction in the small intestine somewhere, and that it is 
probably simple or nonstrangulating in character. 

The x-ray film is of the greatest help in telling where the obstruction is. Great 
distention limited to the colon in the presence of intestinal colic suggests definitely 
that the obstruction is in the colon. The lips of the ileocecal valve and the tleocecal 
sphincter make of this a closed intestinal loop, in the usual patient with colic 
obstruction. And in consequence, of course, the cecum may perforate. I have seen 
this occurrence in a thin napkin-like carcinomatous stricture of the ascending colon. 
If the distention is limited on the x-ray film to the small intestine, and there is 


intestinal colic, obviously the obstruction is in the small intestine. If there is disten- 


tion of both large and small intestine, the x-ray findings would favor a diagnosis of 
nonmechanical ileus. In incomplete obstruction of the small intestine, there is 
ordinarily distention of coils of small intestine with demonstrable gas in the colon. 
And if, enemas are given to patients with such obstructions, the patient will con- 
tinue to evacuate gas as long as swallowed air, the chief source of intestinal gas 
continues to slide past the point of obstruction. To be sure, there are atypical in- 
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stances of colic obstruction in which the lips of the ileocecal valve and sphincter 
fail to delimit the distention to the colon. In such instances usually, the inferior 
lip of the valve is deficient, thus permitting the small intestine to participate in the 
distention. This occurrence leads to confusion from an x ray diagnostic standpoint, 
it being reasoned usually that. the patient has some type of reflex ileus Ordinarily, 
the presence of intestinal coli helps to determine that mechanical obstruction is 
present, moreover, greater distention of the colon, together with a nonstercor aceous 
gastric aspirate, would decidedly favor obstruction of the colon with an Incompetent 
ileocecal valve and sphincter. On the contrary, greater distention of long lengths 
of small intestine, accompanied by a stercoraceous vomit or gastric aspirate, favors 
strongly a primary obstruction of the small intestine 

I say all this here only to suggest that a careful integration of all the data is 
not only important but necessary to arrive at a likely diagnosis. The clinical and 
roentgen findings must be correlated with studied care. No clinician should accept 
with reservation, the interpretation of the x-ray findings as the final arbitrer of the 
situation. In all cases, a discussion of the findings is helpful to both clinician and 
roentgenologist. 

To recapitulate, | believe it may be said that: 1. one can tell usually whether 
obstruction is present; 2. whether it is simple or strangulating in character; 3. wheth- 
er it is complete or incomplete, and 4. whether it concerns the small or large bowel 
You cannot tell with certainty what kind of obstruction is present. That usually 
remains a matter of conjecture, and those who advise early entry into the patient's 


abdomen in every obstruction may be fully justified in doing so on that basis alone 


Tuerareutic Aws is Bowen. Onstaucrion 


Conservative decompression:—Wherein does the virtue of conservative decom 
pression lie? Well, it resides essentially in the circumstance that the source of 
distention in obstruction is essentially swallowed air. Dr. McIver and his assc« 1ates, 
twenty-three years ago, published from this area an interesting paper concerning 
the presence of swallowed air in the stomachs of patients after abdominal operations 
Some years later, Dr. Charles Rea and I divided the esophagus of dogs in the neck. 
Shortly thereafter we obstructed the ileum. In order to obviate great distention of 
the obstructed intestine, we found it nec essary to close the divided end of the cer- 
vical esophagus. Several dogs were maintained for relatively long periods of time 
in this manner, receiving only glucose and saline solution para-orally, The average 
survival period of 11 dogs treated in this manner was 35 days. A few dogs in the 
series received, in addition to glucose and saline solution. occasional (3 to 5) trans 
fusions for 37 days Ar autopsy, in several, there was no eV idenc ¢ of any vaseous 
distention of the bowel. Moreover, the quantity of fluid in the obstructed gut at 
death was small. In other words, the gastrointestinal secretions had been absorbed 
by this long closed loop of esophagus, stomach and small intestine following exclu- 
sion of the swallowed air factor. However, a few dogs still exhibited large quantities 
of both gas and fluid in the gut. This very circumstance we observe too in patients 
to whom suction is applied to indwelling tubes postoperatively to prevent intestinal 
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distention. In some patients, the method fails. When we learn more of the nature 
of this occurrence in the dog experiment listed above, we shall probably also under- 
stand similar occasional unpleasant and unexpected distentions occurring after 
abdominal operations in man too, We are again proposing to explore this occurrence 
further, 

Obviously, the employment of suction in bowel obstruction may have certain 
ill side effects. It is possible without satisfactory checks to dechlorinate and dehy- 
drate the patient. It is necessary therefore not alone to meet the fluid, electrolyte 
and protein needs of the patient; it’s necessary too to cover the losses of Na and 
Cl ions through the agency of suction applied to long or short indwelling gastro- 
intestinal tubes. Moreover, saline solution exhibits the virtues of a specific to replace 
fluids and electrolytes lost by vomiting only in very high obstructions such as are 
seen clinically in obstructions of the efferent loop of a gastrojejunal stoma. In 
obstructions of the lower reaches of the small intestine, or in colic obstructions, 
saline solution is in no sense the same protective agent which it is in high obstruc- 
tions. In such instances, the primary problem is reduction of intraenteric pressure. 

Oxygen inhalation:—Several years ago, Dr. Fine of this city, together with 
associates, proposed that the inhalation of high concentrations of oxygen be em- 
ployed to displace the gas in the obstructed gut. The rationale of course is excellent. 

Inasmuch as nitrogen as breathed is essentially inert and constitutes approxi- 
mately 80 per cent of inhaled air, its exclusion in the inhaled gas, substituting for 
it oxygen which has a higher coefficient of diffusion, the nitrogen in the distended 
gut would gradually disappear. In our hands, at least, the method has not proved 
very practical. Suction applied to an indwelling tube is more direct and more 
effective. If an inert harmless gas with the same high coefficient of diffusion as CO, 
could be found as a substitute for the Nz in the inhaled air, accompanied by an 
adequate amount of oxygen, the usefulness of this method in the relief of intestinal 
distention would undoubtedly be augmented considerably. 

Inhalation of oxygen and helium at more than one atmosphere of pressure :— 
Another variant of this mode of attack, which merits some notice, is the possibility 
of combining a gas, like helium, which is not very soluble in fat or body fluids, with 
a proper amount of oxygen [75(He):25(O)]. If such a combination could be used 
at two or two and a half atmospheres of pressure, even for a few hours, the volume 
would be reduced considerably, thereby augmenting the opportunity for achieving 
ready decompression of the intestine by quicker descent of an indwelling tube. 
Even the problems of the surgeon, if operation is to be undertaken, would be 
simplified thereby. If the employment of more than one atmosphere of pressure 
does not complicate the picture further by creating the necessity for gradual reduc- 
tion again to one atmosphere of pressure, the method might have something definite 
to offer. In any case, it would appear to be worthwhile to explore such an approach 
as an additional adjuvant aid in the bowel obstruction problem. 


Helium and oxygen in this percentile relationship have been employed with 


considerable success in the rescue operations of divers. If the return to an atmos- 
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phere of pressure offered no important practical handicaps, certainly there might 
be much to be gained by the use of the methad 


INpicaTions For Suction 

To which patients with bowel obstruction should suction be applied? Obviously, 
its employment as the sole agency of effecting decompression ts contraindicated in 
all strangulating obstructions as well as in colic obstructions with great distention 
This circumstance was recognized and emphasized when suction as an agent with 
which to combat mechanical bowel obstruction was described in 1951, In the inter 
vening years, the Miller-Abbott and other long intestinal tubes have pyramided 
considerably the usefulness of gastroduodenal suction, The contraindications to its 
use as a sole agent of achieving decompression over prolonged intervals without 
simultaneous and a more aggressive surgical attack upon the obstruction remain 
essentially the same. Most of us, however, who are converts to or addicts of the 
tube in the treatment of distention, are a bit more conservative now than we were 
15 to 20 years ago concerning continued employment of suction when the distention 
does not relent promptly. The real problem is still that of getting such long tubes 
to descend promptly to the lower reaches of the obstructed gut. If the tube could 
be gotten to the site of obstruction in 2 or 3 hours time, obviously the use of the 
method would be heightened considerably. The difficulties are many: the tube 
may not leave the stomach; when it takes 24 to 48 hours to get the tube well into the 
distended gut, it is apparent that conservative suction partakes of the shortcomings 
of “too little and too late” policies af operation. 

Obviously something can still be done on this score. My associate, Dr. Grafton 
Smith, has constructed a tube by which he can control the tip by a removable and 
maneuverable obturator. In most instances he can get through the pylorus imme- 
diately (within 10 minutes) with this device. From there on, however, the descent 
of the tube, especially beyond the duodenojejunal angle may be slow. Procedures 
must be devised to accelerate the progress of the tube beyond this point. In postop- 
erative distentions, the gut may be relatively inactive. Moreover, there may be an 
clement of mechanical obstruction present to account for the distention, such that 
one hesitates to employ agencies such as pitressin or hypertonic saline solution to 
augment the contractile activity of the gut. The possibility of irritants injected into 
the gut through the tube, to stimulate the gut locally to increase the rapidity of 
descent of the tube, needs to be explored. My associate, Dr. John Wild has been 
working on an “intestinal creeper”, which he envisions as migrating down the gut 
like a bullfrog hops along a tunnel. His device does just that over my desk, but 
when he puts it down a patient with great intestinal distention, the inertia occasioned 
by the heavy drag of the long tube, the impediment to its progress through coiled 
intestinal loops, almost fixed in position because of the rigidity created by the dis- 
tention, and the very lack of adequate propulsive power of the gut itseli—these 
agencies have served to nullify the thrust of Wild’s device. In patients with slight 
distention, his “creeper” is more successful. It is in the patient with large distention, 
in whom the problems are the greatest, that we need the most help. And it is in 
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just such patients that conservative decompression is achieved almost invariably 
at a snail-like pace 


Operation:-—In such patients, with known mechanical obstruction. obviously, 
earlier and more frequent consistent recourse to surgery should be had. McKittrick 
and others have been emphasizing the need for immediate surgery in all patients 


with mechanical obstruction, And were it not for the great problems presented by 


large and multiple coils of distended gut which eviscerate attending the incision in 
such cases, we would probably all capitulate readily to that point of view, 

At operation, my associates and I have found that, employing Dr. Grafton 
Smith's device for getting the long indwelling tube readily beyond the duodenoje- 
junal ligament, the surgeon's hand can often guide the tube with relative ease well 
into low-lying segments of distended bowel. This agency, therefore, permits ready 
accomplishment of operative aseptic decompression of the gut, an accomplishment 
which the surgeon must learn to cherish as a sine qua non of a successful operation 
for bowel obstruction with a uniformly low operative mortality, Elsewhere, | have 
stressed the necessity of careful adherence to this objective. Even antibiotics have 
not done away completely with the risks of spillage accepted by the surgeon for his 
patient when he operates for the relief of acute bowel obstruction in which intestinal 
sling occurs at operation. Several years ago when a method of achieving the ob- 
jective of relieving great distention without spillage at operation was presented 
before an assembly of surgeons, several well-known American surgeons came to the 
platform and said: “Wangensteen, you must have been speaking of leakage, not 
soiling or contamination,” 

“No,” T retorted, “I mean spillage.” 

Despite antibiotics, I still regard avoidance of spillage at operation for acute 
obstruction as of great importance. Satisfactory release af the obstruction accom- 
plished at operation with avoidance of spillage is the best assurrance that no undue 
license has been taken with the patient's life. 

Operative aseptic decompressive suction enterotomy has practically done away 
with the need for blind enterostomy. Satisfactory relief of the distention makes 
management of the obstruction itself a simpler problem. Obstructive adhesions 
when present are to be divided. If the obstruction has been present for several days, 
(and this is one of the hazards too of prolonged conservative suction treatment), 
the adhesive band may have cut deeply into the gut. In fact, I have seen at opera- 
tion the entire circumference of the obstructed bowel save its mesentery, divided 
by such a band, the edges of the gut being held together only loosely by fibrin. That 
such sites need to be handled and inspected with the greatest care needs no 
emphasis, 

Strangulated gut must be excised. After decompression of the distended bowel, 


a primary end-to-end anastomosis can be accomplished ordinarily without difficulty. 


Ovrrxation ror Tur Coton 


The obstructed colon is a special problem. When long lengths of it are ob- 
structed the great ease of decompressing it by transverse colostomy suggests it as 
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the operation of choice. When the distention has not been too great, and a long 
intestinal tube can be gotten into the cecum prior to operation, a primary resection 
is the operation of choice, For obstructions of the right half of the colon including 


the transverse colon, even im the presence of ereat distention, mv associates and I 
have been doing primary resections quite regularly for some time, even though the 
descent of the inlying tube was arrested somewhere in the small intestine. The dis- 
tended segment, together with the cancer and the potential lymphatic drainage 
area, is excised; and the undistended colon beyond the obstruction is anastomosed 
to the ileum end-to-end. If the ileum participates in the distention because of an 
incompetent ileocecal valve and sphincter, the distention of that segment is dealt 
with by one of the following methods: 1, employing the Grafton-Smith device for 
intubation, the long tube is threaded down into the lower reaches of the ileum and 
the cecum at operation, decompression being effected as the tube is drawn forward 
by the surgeon; 2, if this method is impractical for whatever reason, an aseptic de- 
compressive suction enterotomy is done and 3, for lesser distentions, the segment of 
ileum, with which the colon is to be anastomosed, is evacuated by pushing the gas 


forward into the cecum or backward into more proximal reaches of the ileum, the 


contracted state of the gut being maintained by isolating the segment for the anas- 
tomosis between clamps applied lightly upon the bowel 

The majority of obstructions of the colon are simple obstructions. The oppor- 
tunities for strangulating obstructions are not so numerous as they are in the longer 
lengths of the small intestine. The two primary strangulating obstructions seen not 
uncommonly in the colon are: volvulus of the cecum or sigmoid. In my experience, 
the former has occurred largely in postoperative patients. It is not too difficult to | 
recognize. The clinical as well as roentgen picture is one of obstruction of the small 
intestine; in addition, there is usually a huge distention of the cecum which is pulled 
sharply upward and toward the left upper quadrant of the abdomen. There is also 
tenderness of the abdominal wall, especially in the lower night quadrant early. If 
one has any misgivings over the diagnosis, a barium enema should be done. A block 
in the colon ts shown, which is owing to the circumstance that the hypermobile 
cecum and terminal ileum have undergone spontaneous torsion, the entwined coiling 


producing obstruction. The treatment is surgK al excision and primary anastomosis, 


a procedure which has been carried out successfully many times in this clinic. : 

Many torsions of the sigmoid can be decompressed by the passage of a rectal 
tube as Bruusgaard has shown, Following the relief of distention by this maneuver, 
delayed or direct operation may be undertaken excising the long length of sigmoid 
colon which underwent torsion. My associate, Dr. Ivan Baronofsky, has carried out 
primary resection with end-to-end anastomosis directly following relief of the dis- 
tention by proctoscopic intubation. 

For the out and out colic obstruction with great distention involving the greater 
length of the colon, (owing usually to a cancer in the descending or sigmoid colon), 
performance of a temporary colostomy, upon the transverse colon through a trans- 
verse upper abdominal incision, (hence the designation transverse colostomy), is 


certainly the simplest and most effective manner of dealing with the distention. As 
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was remarked above, however, for all ordinary situations in the right colon in which 
the distended segment can be excised completely, a primary excision with im- 


mediate end-to-end union is carried out regularly in this clinic. Moveover, for even 
left-sided lesions with lesser grades of distention, the same type of operation has 
been done frequently by me and other surgeons in this clinic, Elsewhere, | have had 
occasion to say that, for cancers of the left side of the colon, a primary subtotal 
colectomy is the operation of choice, the ileum being anastomosed to the iliac colon 
at the sacral promontory, Recurrent rectal bleeding a short time after operation, 
from overlooked polyps or an additional cancer led me to adopt this policy, a prac- 
tice which I have followed occasionally since 1944, and quite regularly since 1946, 
in dealing with all cancers of the left half of the colon. It rids the patient, at once, of 
a large potential polyp or cancer bearing area of mucosa. The procedure is followed 
only by transient diarrhea, in that, the entire ileum can be saved, unlike the situa 
tion in a primary cancer of the cecum, ascending colon or hepatic flexure, when the 
lymphatic drainage area contained in the vascular pedicle of the terminal lengths of 
the ileum must be excised. This latter operation excises the “water wringer” of the 
gut, in that the right half of the colon and a comparatively long length of the ileum 
are excised. (Incidentally, it is a good operation for obstinate constipation!) 

I say all this here only to justify the present tendency in our clinic to treat an 
increasingly large number of patients with colic obstruction by primary resection. 
A primary transverse colostomy, more and more, is being reserved for the patient 
with great colic distention. In other words, at least in one area in which this practice 
is not mandatory as it is in the surgical relief of distentions of the small intestine, 
we are beginning to achieve the objective which should be the goal of all surgeons 
wrestling with the problem of bowel obstruction: to be able to contend with the 
primary cause of the obstruction as though the complication of great distention were 
not present 

Mor 

Surgeons have made progress in the bowel obstruction problem over the 
accomplishment of our ancestors largely because we stand on their shoulders and 
can see farther, not because our eyesight is any better. We must not be content, 
however, with existing mortality rates. They can be improved. Our objective should 
be eventually to deal with the primary cause of the obstruction as though the severe 
handicap of distention were not present. | grant freely, it is a lofty objective. Yet, 
when we learn to deal more effectively than we do now with the trying problem of 
distention—when we have learned to master that high hurdle, the objective outlined 
will lie within our reach. And when that time comes, the present serious threat to 
life of acute bowel obstruction will no longer appear as hazardous as it does now 

When Dr. Miller spoke in 1929, he reported a mortality in the Charity Hos- 
pital in New Orleans of 60 per cent. I don’t know what the mortality is, by and 
large, in the country today. It is unquestionably far better than at that time. I have 
the impression that it runs in the area of approximately 20 to 25 per cent. In some 
clinies like our own, where a special interest is professed in the problem, the over-all 


mortality of acute obstruction is about 10 per cent. If we delete from consideration 
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the group of patients who come because of carcinosis of the peritoneum and those 
patients who presented intestinal distention complicated by peritonitis, the mor- 
tality in our clinic from acute intestinal obstruction can be said to be about 6 per 
cent. Yet for the same conditions, if the picture were not complicated by existing 
distention, the mortality would probably be 2 or 3 per cent. That accomplishment 
must be our objective for acute intestinal obstruction. 


anp ConcLusions 

Distention makes the problem of successful management of bowel obstruction 
very difficult. The chief source of distention is swallowed air, Long sustained intra- 
luminal tension may make a simple obstruction a potentially strangulating one. 
This occurrence is especially notable in the colon, where, because of the usual com- 
petence of ileocecal valve and sphincter, an obstruction im the colon beyond brings 
about a closed-loop, in consequence of which perforation may occur. 

All therapy in obstruction, save decompressive agents, are aimed at improving 
the patient’s condition. The limitation of employment of inlying gastrointestina! 
tubes to achieve relief of the obstruction, without operation, resides in part in the 
circumstance that: the method is not always effective; moreover, it is frequently so 
slow in achieving satisfactory decompression that, the equanimity of the surgeon 
and the safety of the patient are threatened thereby; (the nettling of the apparent 
serenity of the surgeon's temper ts undoubtedly a good thing); but worst of all, 
occasionally the method may be inappropriately apphed to patients with strangu- 
lating obstructions for whom immediate operation is always mandatory. 

Nevertheless, suction applied to indwelling tubes has a role and an important 
one in the management of the distention of obstruction And when we learn to 
devise satisfactory technics which will encourage quick descent of inlying tubes to 
the lower reaches of the distended gut, the usefulness of the method will be pyra 
mided considerably. 

If an inert gas with a coefficient of diffusion as great as that of carbon dioxide 
could be mixed with an adequate amount of oxygen to meet the respiratory needs, 
the inhalation method of augmenting disappearance of gas from the distended in 
testine would probably prove useful in the management of many types of intestinal 
distention, 

Operation is still the mamstay of therapy in intestinal obstruction, Great dis- 
tention is the béte noir of the surgeon in dealing with intestinal obstruction by 
operation, And when surgeons learn to deal satisfactorily at operation with this 
complication of obstruction, surgeons may some day hope to be able to treat the 
underlying cause of the obstruction as easily as though distention were not present. 
At the moment, that goal for many obstructions is beyond our reach; for some it 
has already been achieved. Continued work and thought upon the matter will help 
to make that hope and dream a reality The surgery of acute intestinal obstruction 
is inching forward. 
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Discussion 

Dr. Jacob Fine (Boston, Mass.):—It is always a great pleasure to listen to 
Dr. Wangensteen. | have listened to him talk on intestinal obstruction before. He 
is direct and articulate, and always has something worthwhile to say. 

here is little that I can add to what Dr. Wangensteen has said and written on 
the subject of intestinal obstruction. | would like to venture a few remarks that | 
believe will be helpful in the clinical management of this disorder. 

If we are to avoid deaths, it is safer to assume that strangulation is present, in 
addition to obstruction, until it can be excluded with good reason. The existence of 
strangulation will be suggested by the presence of fever, an elevated white count, 
and a localized area of pain and deep tenderness. The pain is persistent, unrelenting, 
and not related in time or location to the pain of the colic. Colic is intermittent and 
radiates from the mid-line. The pain and tenderness due to strangulation is located 
where the peritoneal reaction is present, and the location of this reaction is where 
the involved loop lies. The clinical picture may resemble and be confused with that 
of a localized peritonitis. The distinction between these two conditions will rest in 
part upon the history, upon the x-ray evidence of generalized or limited distention 
of intestinal loops, and, if need be, upon the kind of fluid obtained by needle aspira 
tion in the region of maximal involvement. The smear of the peritoneal fluid in 
strangulation will show a substantial number of red cells, while that of peritonitts 
will be almost entirely composed of leucocytes and bacteria. 

Dr. Wangensteen’s suggestion that the occasional absence of distention in 
strangulation obstruction may be due to intermittent patency of the lumen, strikes 
me as valid chiefly in the case of mesenteric vascular occlusion. More often such a 
situation will exist in an individual whose bowel proximal to the site of strangula 
tion happened to be relatively empty when the strangulation occurred and who did 
not swallow food, liquids, or air in any quantity thereafter, or who vomited so much 
and so effectively as to virtually empty the proximal bowel. In these circumstances 
especially, the guides I have mentioned might prove crucial in the diagnosis, 

Dr. Wangensteen has not found the use of 95 per cent oxygen for the treatment 
of distention helpful in intestinal obstruction. My colleagues and I recommended 
this method some fifteen years ago, not for intestinal obstruction, but for intractable 


distention, for which surgery, even if required, was not immediately applicable. 
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When the Miller-Abbott tube came into vogue for this purpose, we abandoned oxy- 
gen because it was distinctly inferior. That oxygen still has a place, however, 
attested to by the surgical staff of the Children’s Hospital, who, | understand, still 
use it in children when intubation cannot be performed, Moreover, several mono 
graphs in recent years from Scandinavia describe the successful apphcation of 
oxygen inhalation in adults. Nevertheless, there is no doubt that intubation and 
suction constitute a far more effective decompressive procedure. 

The advantage of operation over intubation and suction in obstruction of less 
than twenty-four hours’ duration, which Dr. McKittrick has demonstrated, cannot 
be disputed. Nor will anyone dispute Dr. Wangensteen’s warning of the dangers of 
prolonged intubation and suction, when it is not proving effective, or when it ts too 
effective. If obstruction has been present for much more than 24 hours, surgical 
intervention is indicated as soon as decompression has been achieved, Continued 
suction may remove substances, such as potassium, which are not replaced by 
conventional fluid and electrolyte therapy alone. The recent introduction of 
potassium salts, in addition to water, sodium chloride, and blood or plasma, will 
presumably prove itself. None of these measures meet the need of restoring bowel 
continuity as soon as possible, so that eral feeding may be resumed and the con 
tinuing catabolic process interrupted or slowed down. 

Che increasing effectiveness of antibiotic therapy for intestinal disinfection 
promises to make a substantial contribution toward reducing the mortality from 
intestinal obstruction. Aureomycin with penicillin seems to be gaining ascendancy 
over other chemotherapeutic agents for effective sterilization of the bowel lumen, and 
particularly for control of peritonitis, which so frequently constitutes the final blow 
in intestinal obstruction 

In the experimental animal we have found that a strangulated bowel may sur 
vive k ny enough to permit a collateral circulation to be set up, if an effective anti 
biotic, applied locally, is given in time. The antibiotics preserve the integrity of the 
hemic loop long cnough to collateral circulation to be set up This presum 
ably results from (1) elimination of tension derived trom gases generated locally by 
bacterial action on intestinal contents, and (2) by reduction of the inflammatory 
edema of the bowel wall produced by bacterial invasion, 

The antibiotics have a place during the stage of unrelieved obstruction as well 
as during and after surgical intervention for its release. We are all familar with 
rapid collapse and death which sometimes follows operative reduction of a strangu 
lated hernia with replacement of loops of bowel, damaged but apparently stull 
viable, into the peritoneal cavity. The accepted rule, that resection should be done 
rather than replacement of loops of questionable viability, may come to be modified 
as a result of more experience with antibiotics applied locally or parenterally in such 
circumstances, 

Now I just want to add one more poimt in connection with antibiotics, because 
Dr. Wangensteen has sounded a note of warning that perhaps too much confidence 
is placed in antibiotics. I do not mean to imply, by suggesting more for them than 


he does, any reduction in the importance of observing the principles that he has so 
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well demonstrated. I am speaking in terms of the cumulative evidence of their 
increasing effectiveness. Material rapidly accumulating in experimental laboratories 


and in the clinic show what a remarkable antibiotic aureomycin is. You have all 
heard of Dr. Crile’s recommendation that appendiceal peritonitis can be cured by 
penicillin alone. Rothenberg reports cures by pencillin alone of the peritonitis from 
gangrenous appendicitis in dogs. We have found that aureomycin is superior to 
penicillin for such a situation in the experimental animal. Bacteriologic studies on 
patients and on animals show aureomycin is the most rapid and effective sterilizing 
agent for the bowel that is available. It acts rapidly even when given orally and is 
at least as effective as penicillin. 

Dr. Herbert G. Dunphy (Brookline, Mass.):—Before 1 received a copy of 
Dr. Wangensteen’s paper on “Bowel Obstruction,” as given today, | was consumed 
with curiosity as to what he might say on the subject. 1 took his book “Wangen- 
steen, Intestinal Obstruction,” from the shelf and re-read it to familiarize myself 
again with its contents. The book is well worth reading and re-reading. It ranks as 
a classic in its field, I recommend it to those of you who are interested in intestinal 
obstruction, and have not already read it. 

Having perused the book, I was again curious to know how Dr. Wangensteen 
would condense an abundant store of information into the time allotted here. I find 
myself well pleased, as you must be, with his fine and scholarly presentation. 

Duodenal suction drainage is an adjuvant to the therapy of all forms of 
intestinal obstruction. Dr. Wangensteen has pointed out to us that it must never be 
used as a substitute for definitive surgery in either large bowel obstructions or 
strangulating obstructions, Such errors have occurred in the past and will occur in 
the future unless we become more vigilant. Dr. Wangensteen recognizes that it ts 
not always easy to differentiate between simple and strangulating obstructions. In 
old people particularly, who may have diminished sensitivity to pain and conse 
quently diminished abdominal tenderness, and who may have a feeble leucocyte 
response to bowel injury, a strangulating obstruction may simulate a simple ob- 
struction, Fortunately, this picture is not the usual one. Temporizing with suction 
drainage in such a case can be fatal. The possible occurrence of such an error plus 
the low mortality statistics from early operation, by which | mean obstruction of no 
more than twenty-four hours, or at most forty-eight hours, have influenced me to 
select operation in such an early obstruction. 

The high mortality observed in late obstructions and in badly debilitated 
patients sometimes gives one a « hoice between suction drainage and surgery. One ts 
often surprised by the unexpected recovery of a very sick patient offered only such 
suction drainage, intravenous fluids and blood and antibiotics. 

echnical difficulties with suction drainage tubes are often encountered. The 
tube stays in the stomach in spite of skillful coaxing and proper directing with such 
aids as the fluoroscope. Gastric suction drainage is often adequate, but intestinal 
intubation is always more effective and often imperative to successful intestinal 
decompression. One can try the Miller-Abbott tube, weighted with mercury in the 
bag, or the mercury-weighted Harris tube. One can position the patient on his right 
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side to take advantage of gravity. One can use amyl! nitrite to relax the pyloric 
sphincter. One can use the fluoroscope to direct the tube, but some duodenums still 
defy all attempts at intubation. | can recall much valuable time lost at such futile 
attempts and have resorted to enterostomy belatedly on more than one occasion 
because of such failures. 

Need one emphasize here that one’s responsibilities when using intestinal suc- 
tion tubes, do not stop after placing the tube in the stomach? Too often its further 
progress is left in the hands of the inexperienced. Dr. Wangensteen has pointed out 
the advantage of having trained obstruction teams 

The percentage of failure in introducing suction tubes into the small intestine 
will depend on the degree of care and attention in following the course of the tube 
by experienced personnel. One will find frequent x-ray examination valuable both in 
positioning and following the tube and in determining whether the tube is accom 
plishing its mission. Is it relieving the harmful distention? 


How long should one persist in the use of suction drainage in simple obstruc- 


tion! One cannot indefinitely deny the patient the use of his gastrointestinal tract 
Parenteral feeding has its limitations. If one does not have progressive relief of 
distention as evidenced by gross abdominal examination and better by x ray exam 
ination to note distended intestinal loops, if one continues to have profuse enteric 
drainage from the suction tube, if one finds no gas below the suspected point of 
obstruction and no gas or feces by rectum, if one finds no evidence of absorption of 
fluids given by mouth with the duodenal tube shut off for an interval of three to four 
hours, and then opened, and then drainage recorded and compared to the intake- 
then one must assume that suction drainage has failed and early operative interven- 
tion is necessary. 

If the patient not relieved by suction drainage is in poor condition, or if definite 
surgery is impossible for other reasons, Dr. Wangensteen believes in enterostomy, 
In this I concur. The temptation is usually too strong to do too much. There is not 
much satisfaction in doing too much, nor is there satisfaction in doing too little, 
too late. 

Particularly in the postoperative patient who becomes distended after abdom- 
inal procedures and is not relieved by suction drainage, is decision that operation 
must be done to relieve an intestinal adhesion, difficult. 1 have recently watched 
such a patient for eleven days before operating. It was five additional days after 
the secondary operation before my initially established transverse colostomy 
drained. 

The problem is not simple. We are indebted to Dr. Wangensteen for clarifica 
tion of many of the poorly understood details of pathological physiology encoun 
tered in obstructions. | know he will continue to be a leader in advances to come in 
this field of gastroenterology. 

Dr. Stanley J. G. Nowak (Boston, Mass.):—As a discusser of Dr. Wangen- 
steen’s comprehensive and authoritative paper on “Intestinal Obstruction”, | should 
like to take this opportunity to add several items to the ever-widening scope of this 
important field. 
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The first item | wish to describe is a new, but admittedly rare, symptom of sub- 
acute mechanical obstruction, namely back pain located over the dorsolumbar 
region. | have observed this symptom in two cases of subacute mechanical obstruc- 
tion. In one case my advice to operate for partial mechanical obstruction of the 


small bowel was not accepted until several weeks later ywhen an acute shutdown 


occurred at which time a benign leiomyoma of the termini! ileum was found as the 


obstructive cause and was successfully resected. In the second case the symptom 
of back pain misled the attending physician into the belief that he was dealing with 
intercostal neuralgia. Approximately a fortnight after the onset of this and other 
better known symptoms of partial intestinal obstruction, exploration revealed 
terminal ileal obstruction due to adhesions. It is obvious how a symptom referred 
to the dorsolumbar spine might lead one astray from the diagnostic possibility of 
intestinal obstruction. | presume that the mechanism of this referred back pain is 
of the axone-reflex type with overspilling of afferent impulses from the celiac gan- 
glion into the dorsolumbar spinal nerves. 

The second new sign relates to the condition which | should like to designate 
as partial internal wound dehiscence. For many years Dr. Irving |. Walker of 
Boston has stressed the telltale significance of serous and serosanguineous exudate 
appearing on the dressig of an otherwise clean abdominal wound or on about the 
fifth or seventh postoperative day as a sign of impending eruptive dehiscence. | 
should like to call your attention to this same manifestation which occurs in a 
gradual dehiscing wound into which has slipped a loop of small bowel. This type of 
dehiscence occurred in a middle-aged obese man following appendectomy for gan- 
grenous perforated appendicitis. This patient’s appendix was removed through a 
right rectus muscle-splitting incision. His convalescence was characterized by fresh 
bleeding from the wound forty-eight hours after the operation, which was associated 
with vomiting and abdominal distention which was masked by his marked obesity. 
He was treated by intubation with prompt temporary rehef but recurrence of dis- 
tention on the fifth postoperative day with persistence of slight hemorrhagic dis- 
charge from the operative incision. When seen by me on the sixth postoperative day, 
there was mexlerate fever, normal blood pressure, clinical appearance of toxicity, 
rather marked distention with obesity, occasional bursts of hyperperistalsis, appar- 
ently clean wound, with a slight amount of serosanguineous discharge on the 
dressing. Rectal examination was negative. Roentgenograms showed marked dila- 
tion of the small bowel with some air in the colon. There was moderate leucocytosis 
of 11,700 with a slight left Schilling shift in the differential count. 

Biochemical studies on this patient revealed the presence of a third infrequently 
observed condition, namely prerenal azotemia. This patient’s NPN was 190 mg. 
per cent, serum chlorides 76 M.E.Q. 

It was obvious that any operative interference at this stage would be hazar- 
dous. Harris tube decompression was instituted with electrolyte correction over a 
period of one week with continued vigilance directed toward the appendectomy 
wound, On the fourteenth postoperative day and seventh day of azotemic treat- 


ment with the NPN level 55 mg. per cent, this patient presented a complete de- 
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hiscence. Within several hours the dehiscence was repaired under spinal anesthesia, 
at which time a knuckle of the terminal ileum was found glued to the lower angle 


of the split rectus muscles. This patient made an uneventful recovery 


Prerenal or extrarenal azotemia was observed by Froin and Marie in 1912 in 
choleriform enteritis. It was described as a compheation of intestinal obstruction by 
Tileston and Comfort in 1914. These and subsequent writers have described the 
clinical factors of this condition as one of renal failure without actual renal dis 
ease, with elevation of the nonprotein nitrogen blood level, hypochloremia, oliguria, 
or anuria, normal blood pressure or hypotension, with nonremarkable urinary find 
ings. Various mechanisms are invoked in the causation in this syndrome, including 
impaired elimination of nonprotein nitrogenous products, increased production of 
these products, diminished renal blood flow with or without hypotension, etc. These 


syndromes require emphasis in any discussion of intestinal obstruction 


The third item I wish to bring out is the observation of chyloperitoneum of the 
true chylous type in a patient with acute mechanical obstruction of the terminal 
jejunum at the site of a Gilliam suspension. This patient was operated upon five 
hours after the onset of symptoms. The patient denied having any fatty fords dur 
ing her preceding meal, four hours before the onset of her symptoms. At operation 
this patient presented incarceration of a loop of terminal jejunum measuring ap 
proximately 8 inches in length with its mesentery and distended lacteals. On open 
ing the peritoneum, the first presenting abnormality was the presence of approx 
mately 700 c.c. of pink-stained chylous fluid. This patient’s obstruction was easily 
relieved, and convalescence was uneventful. 


The final original item I should like to bring out is an observation related to 
adynamic ileus produced by mesenteric embolism. | wish to stress that the pres 
ence of bloody or tarry stools need not indicate a hopeless stage of strangulation in 
this condition. This sign has been observed by me in a patient who had incomplete 
superior mesenteric occlusion by an embolus of forty-eight hours’ duration with 
frankly bloody stools during this period. At operation he manifested an entirely 
normal-looking terminal ileum and ascending colon to most of my colleagues in 
spite of my insistence upon the presence of ischemia which was supported by the 
absence of pulsation in the intestinal arcades. Resection was waived. This patient 
proceeded to show progression of this disease, confirmed at autopsy. F rom these 
observations it might be concluded that bloody or tarry stools observed in mesen 
teric embolism are due to a diffuse intestinal diapedesis with massive capillary 
hemorrhage into the intestinal lumen and not necessarily to a gangrenous state. 

To these remarks dealing with perhaps rarely observed or rarely described 
symptoms and signs, I should like to add my support to the school of thought which 
stresses carly surgical treatment whenever possible with the well-known exceptions 
in mind. Another way of putting this concept is to emphasize the fact that in dealing 
with intestinal obstruction it is later than one thinks. If one is suspwious of the 
presence of this condition, it is very likely already there; and when one is reason- 


ably sure that the condition is present, uw ts quite likely too late in the game 
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Dr, Earl J. Halligan (Jersey City, N. ].):—I1 should like to ask Dr. Wangen- 
steen a question: How frequently does he perform enterostomy, and what are his 
indications? 


Dr. Wangensteen has mentioned the problem of spastic ileus, That sometimes 
has been a nightmare. | remember a case before we had the Miller-Abbort tube, or 
Levine tube, or any type of suction, a girl about twenty-eight years of age, admit 
ted with intestinal obstruction. On exploratory operation all we found was a spastic 
loop of ileum. We did an enterostomy above the loop. One week later she developed 


another area of spastic ileus about three feet above the original loop. We again 
went in and did another enterostomy, finding no other pathology. ‘Two weeks later 
she developed one higher up, and we again did another epterostomy. By this time 
we were tired of doing enterostomies. She died. 

We had a very careful autopsy and we could find no pathology. She had a 
definite spastic ileus about two or three inches in each loop. Each time it occurred, 
it was higher. We never did find any pathology. Even the spinal cord was taken out 
and examined for the possibility of some type of irritation. We never did find out 
what caused it. 

1 wonder if Dr. Wangensteen could help to illuminate that situation. Through 
the years | have often wondered what it was that happened to her. 

Dr. Owen H. Wangensteen (Minneapolis, Minn.) :—I1 am very grateful to you 
for the honor implied in asking me to come here and participate with other distin- 
guished guests in this program. | always feel when I go home from a meeting such 
as this, that I have learned a lot more than | have brought to the meeting, and the 
very concentration of some thought, of course, upon discussions like this, is bound 
to enliven one’s imagination and give one new perspectives. 

I think it is quite apparent from the discussion that surgeons are today em- 
ploying earlier operative intervention than we did, let us say, fifteen years ago. In 
1888, when the first Congress of Physicians and Surgeons met in this country, it 
was decided that one should wait two days before having recourse to operation; by 
the early "90's it had been generally conceded that operation should be done im- 
mediately the moment the diagnosis was made; yet as late as 1929, in following out 
that practice, the mortality was exceedingly high. 

Then we came into an era in which intestinal intubation had its vogue; in time, 
with increasing experience some of the limitations of the method were learned and 
gradually most of us settled down to our respective points of view with reference 
to what one might reasonably expect from suction in the management of obstruc- 
tion; some amongst us have on occasions, expected too much; and when one does 
that, one is likely, of course, to encounter disappointment. There are those who con- 
tinue to believe that, suction plays only a minor role in the treatment of intestinal 
obstruction and that all patients should be operated upon as quickly as possible. 

I think the advocates of this latter policy of immediate operation in all cases 
should come forward with data to substantiate the validity of their thesis. More- 
over, they should be able to indicate that their practice in their own clinics outstrips 
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the accomplishment of those who affect to integrate conservative decompression as 
an agency of therapy into the surgical management of acute obstructions 

We all like to think, of course, of utopian eras in which we deal with good-risk 
patients; of patients whose obstructions are not too serious; and that the item of 
distention itself would offer us no real problem; and that we could manage the most 
difficult obstructions without committing any errors of judgment or of execution. 
To ask a patient to withstand the possibilities for errors of commission as well as 
omission on our part, whatever they may be: of judgment, of execution; and to 
support his illness in addition, is sometimes asking a great deal of the patient. Yes, 
we are very fallible. 

However utopian we would like things to be, we surgeons must be practical 
folk; we have to deal with situations such as they are; | must admit that 1 wrestle 
with the problem of acute bowel obstruction in our clinic less often now than I did 
in earlier times- ~and vet, I must admit even in operating on early cases presenting 
considerable distention, the problem of the unruly sea of gut is a disturbing one: 
if advantage of preliminary decompression can be taken, it is indeed a helpful 
adjuvant measure. 

Now, I can think, as I look at the broad perspective of the problem that we 
might be able to get tubes down into the lower reaches of the distended small gut 
in two or three hours; that this interval of time will not absorb the complete atten 
tion of the patient; in other words, during this time, he can be given intravenous 
fluids and be gotten ready generally while we are making preparations for opera 
tion. I would like to believe one could guide the tube before operation mto the 
jejunum beyond the duodenojejunal angle. Now, if the tube does not migrate 
quickly down the bowel, permitting ready decompression, early recourse probably 
should be had to operation. It is with reference to what commitment is made at 
this juncture, in event immediate decompression is not achieved, that differences of 
opimon would arise. Some would say: Wait longer; decompression may yet be 
achieved. Others would say: No, we cannot wait longer; we must operate at once. 
For this latter group, the Grafton-Smith device for securing intubation of the upper 
reaches of the jejunum will prove a great boon, as well as for achieving a larger 
number of satisfactory decompressions in certain types of obstruction without 
operation. 

When the incision is made, the surgeon can locate the ballodn-tipped catheter 
lying near the origin of the ligament of Treitz, and without much difficulty usually 
he can achieve decompression of the distended gut as he guides the inlying tube 
into the distended segments of gut near the obstruction 

We are doing many more primary operations now than in earlier years taking 
care of the situation ideally when operation is undertaken for the relief of disten- 
tion. | want to emphasize again the great difhculty which confronts the surgeon in 
dealing with the problem of distention at operation. Were it not for the problem of 
distention, the mortality of acute bowel obstruction would be minimal; the division 
of adhesions and the repair of a hernia are not operations which command a large 
mortality, It is what these conditions might do to the gut that is important, and 
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what that occurrence does to the person, which makes intestinal obstruction and 
the distention accompanying it a difficult problem to deal with. When we surgeons 
learn how to combat distention at operation without spillage and when our success 
in achieving decompression operatively rivals that of suction treatment in those 
cases in which that treatment succeeds, we wilkhave some occasion for compliment- 


ing ourselves upon our surgical skill. 


Antibiotics obviously have some virtue in obstruction. One of the difficulties 


which hedges about their employment in surgery generally is that the continued 


administration of antibiotics may hide the development of an abscess. We have all 
seen this; it is a circumstance to which a surgeon must learn to be more alert. | shall 
tell you briefly about a recent painful experience. In March of this year (1949), I 
did a total gastrectomy and excised half the pancreas for a man in his sixties for a 
very large gastric cancer; about a week later the patient was dismissed and went 
home. His physician called me about five months later and said, “Our friend has a 
bowel obstruction”. | was busy and my beds were full, and the getting of another 
patient into the hospital was not easy. I said, “Why don’t you put a catheter down? 
Maybe that will take care of the retention”. 

A week later, the patient came into our hospital in the evening. He did not 
appear to be particularly ill and no one said anything to me about it. As I made 
ward rounds before going to the operating room, the next morning, | looked at the 
patient. He was up shaving though he had a nasal catheter in the intestine. | 
examined him carefully. He had definite abdominal tenderness; there was a rectal 
mass and slight distention of the intestine; and obviously the patient had a strangu 
lating obstruction, At operation, the sight that confronted us startled me. He had 
several months before lost his stomach and a good portion of the pancreas. He had 
gangrene of somewhat more than half of the small intestine and of the colon up to 
its midtransverse portion, In addition, there was a gangrenous segment approxi- 
mately 40 cm. in length just beyond the duodenojejunal angle. It looked like a 
hopeless situation. The gangrenous gut was very much like a fragile black ribbon; 
it hadn't perforated; there was, however, foul fluid in the peritoneal cavity. Prior 
to operation, we had noted on the x-ray film taken, a short thin rim of gas outside 
of the wall of a segment of gut. Obviously, there was peritonitis but there was yet 
no demonstrable leak or actual perforation. I did two intestinal resections; a short 
segment was excised at the duodenojejunal angle and the distal half of the small 
intestine and right half of the colon were excised, oblique end-to-end anastomosis 
being made at both sites of resection. Antibiotics were placed in the peritoneal 
cavity and were administered also postoperatively. The patient again got well and 
went home. A few days later, he came back with the story that he had had a con- 
vulsion. I didn’t examine him too carefully, thinking the jig was up; one of my 
junior associates, Dr. Kirulik, said to me: “I believe that man might have an intra- 
peritoneal abscess”. | didn't heed that suggestion carefully enough. A couple of 
days later, the patient died; there was a silent right paracolic abscess in the right 
lateral gutter 
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The loss of my friend, Thompson, who had survived two aggressive surgical 
assaults at my hands taught me an important lesson. Directly thereafter, | forme 
lated in my mind a mode of attack upon such problems. And in a clinic, such as ours 
which busies itself daily with problems of formidable surgery upon the alimentary 
tract, we did not have long to wait. It was quite clear to me that: Mr, Thompson 
had peritonitis at operation; that the administration of generous amounts of anti 
biotics had masked the developing abscess; that an abscess needs surgical draimage 
I had several long suckers with 4 holes at the tip made up (tonsil suckers) attached 
to long handles with an air vent over the mid-portion of the shaft which could be 
sealed off intermittently with the surgeon's thumb when the suction was in force 
My plan was to explore the peritoneal cavity through 4 tiny incisions (if necessary) 
The first incision is made in the area under most suspicion. When 4 incisions are 
made, their location is as follows: one under each costal margin, just under the tip 
of the tenth rib in the nipple line; the other two are similar short incisions so placed 
on either side of the abdomen that the lateral paracolic gutter spaces as well as the 
cul de sac may be drained. If an abscess is encountered with the first incision the 
other sites are not drained. I feel that I can examine the entire peritoneal cavity 
quite satisfactorily by this method. The incisions are small; if pus is encountered, 
a stab wound is made for the exit of the drains and the incision is closed with 
interrupted sutures. If a large abscess is encountered, an air-vent suction drain of 
the sump variety is inserted as well as drains of the Penrose type. The former are 
removed usually after approximately 48 to 72 hours. When drainage is wholly 
dependent upon the Penrose drains, obviousls it becomes necessary to have the 
patient lie flat on his abdomen several times a day for 20 to 30 minutes at a treme, 
in order to get the aid of the force of gravity in augmenting dramage 

The subphrenic, supraphrenic, paracolic and cul de sac areas can be explored 
in this manner. It has been the agency of saving several lives since it was first used 
in our clinic, following Thompson's death several months ago. Yes, we have had a 
few negative explorations; but what is important is that we have saved lives by 
recognizing the presence of occult intraperitoneal abscesses; in addition, we have 
shortened convalescence in other patients 

To be sure, the method departs from the teaching of convention on this score, 
in that the abscess is not opened extraserously. | regard it as far more important 
however to find the abscess. Moreover, | have seen no suggestion that any harr 
has come to any patient through its employment. | have chosen to call it the 
suction-tip method of exploration for occult intraperitoneal abscess, I have the 
feeling that surgeons have not been as alert to the occurrences of this compli ation 
after operation as we should be. In our hands, it has been a very helpful expedient 
Most of us, who go to the autopsy room to ascertain what defeated us in some of 
our endeavors, can rec all instances like that of Mr ‘| homy son, Mm which finding the 
ubscess would have saved the day. Suction-tip exploration for occult intraperitoneal 
abscess will help to make that occurrence a surgical curtosity 

Dr. Fine’s discussion interested me very much; there is no doubt that if ant 


biotics could be taken orally by every patient likely to have an obstruction betore 
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it occurred (sulfasuxidine, streptomycin and aureomycin) that when the patient 
got his obstruction the bowel would be more sterile and the problem wouldn't be so 
great. Moreover, as in the instance of Thompson related above, paraoral adminis- 


tration of antibiotics helps. It is not quite the same thing, however, as getting there 


with the drug before the obstruction occurred. Let us grant freely that the liberal 


use of antibiotics extends the accomplishment of surgeons in diffcult surgery; that 
it does too in the surgery of bowel obstruction. I do not believe that I am far from 
wrong in suggesting that probably most of us here in our daily work give antibiotics 
more liberally than the specific accomplishment thereby justifies. We want to leave 
nathing undone. Yes, | follow along in that attitude. Let me say also, however, 
that, in colic resection, I give no antibiotic prior to operation. It is my feeling, and 
our experience bears that suggestion out: a precise, well performed resection in 
which there is no suggestion of spillage. employing the closed anastomosis, is the 
best assurance against infection. 

My associate, Dr. Arnold Kremen has been restudying the problem of strangu 
lating obstruction in our laboratory. Ligature of the portal vein in a dog causes the 
animal to die of hemorrhage into the gut within a couple of hours, an observation 
made in our laboratory about 20 years ago. Dr. Kremen finds now that almost 
uniform failure in having such dogs survive can be supplanted by a high incidence 
of success by the administration of heparin. That accomplishment has some impor 
tance for us in the consideration of a condition such as mesenteric thrombosis. If 
a segment of gut has no blood supply, the administration of antibiotics will only 
put off the time when that segment of gut will necrose. If the channels of flow can 
be kept open, there may be some opportunity for survival of that segment. 

My misgivings over continued employment of suction applied to an indwelling 
tube, when satisfactory decompression is not readily achieved, are occasioned by the 
circumstance that so much is left to chance. Yes, the simultaneous administration 
of antibiotics and heparin might help to keep a potential strangulated loop alive 
I would much prefer, however, to resolve the problem by having a look in to see 
what is going on. In patients with dubiously viable bowel, we inject 5 c.c. of a 20 
per cent solution of fluorescein through the rubber tubing through which the intra 
venous fluid-is running in. The lights in the operating room are turned off and with 
the aid of a Wood's lamp, the viability of the segment of gut is determined readily; 
if it remains purple in color, obviously it is not viable; if however, a yellowish sheen 
becomes apparent upon the surface of the strangulated segment, one may be certain 
it is viable. I have the feeling that we are excising, on less indication than previously, 
dubiously viable segments of gut employing this technic. | subscribe wholeheartedly 
to the thesis that, leaving things to chance is the item which deprives patients of 
their lives. 

Dr. Dunphy spoke of accelerating the descent of the tube. That certainly is 
an objective that we must strive to accomplish. It is an objective that we should 
learn to use with surgery; moreover I think the time will come when we may be 


able to empty the gut at operation with the help of an experienced intubator, work- 


* 
‘ 
fag 
: 


W of Acute Intestinal Obetruction 779 


ing at the head of the table, such that the bowel may be as effectively decompressed 
as though the surgeon did an aseptic decompressive suction enterotomy 

Dr. Nowak spoke of back pain in strangulating obstructions. When traction 
occurs on the mesentery, at operation under local anesthesia, the pain ws referred 
usually to the umbilicus. | suppose we would have to admit we de not know the 
mechanism of back pain in strangulating obstructions. We have all observed its 
occurrence, however, | would be more inclined to believe there is some irritation of 
the posterior parietal peritoneum. | am reminded that Dr. Nowak’s patient had a 


leiomyoma of the gut in which this phenomenon was observed 


The whole picture of extrarenal uremia is a very interesting one, and we sur 
geons create the picture ourselves many times. Whereas the latitude of tolerance 
for abuse on the part of a young man to badly directed fluid therapy is almost with 
out limit, the latitude of tolerance of the old man on this score is limited indeed 
There is a syndrome of convulsions occurring in patients with mild hypochloremia 
in the upper age brackets; my patient, Thompson, referred to m this discussion 
had it. I believe we must set ourselves the task of meeting the electrolyte and water 
requirements of old patients, upon whom we do major surgery, mght on the nose 
We must learn to prevision exactly what those patients need and meet that require 
ment day by day. Long lag intervals during which the requirements have not been 
properly assessed and met, must not be allowed to intervene. The situation must 
be adjudicated many times a day, and in this assessment, use of the weighing scale 
is very helpful. I would not do without it 

The whole adynamic ileus problem, of course, is a very interesting one and a 
very difficult one; I suppose the most difficult of all the distentions which occur after 
operation. What brings them about? The patient had an indwelling tube and pre 
sumably the suction has been working. Why did the patient distend’ Yes, we must 
get more satisfactory answers to such questions Nor is the question of distinguish 
ing a mechanical obstruction from an adynamic ileus after operation easy. The 
stethoscope should tell us. But it isn’t that easy; you may have to listen long and 
return to the patient many, many times and listen again. You get what help you can 
from x-ray films. You might use pitressin; yet you worry about the suture lines and 
the possibility of disseminating limited peritoneal soiling, if it may be the source 
of trouble. You might use hypertonic saline solution intravenously, as suggested 
by Hughson and Scarff in 1924. One night use spinal anesthesia; yet we know 
that spinal anesthesia affords essentially only a preganglioni release of sympathetx 
influence. It does not contract the gut as effectively as does postganglionic remov al 
of the sympathetic influence 

My associates and I have been toying with the ea, for a year or more now, 
of trying to inject the celiac and superior mesenteric ganglion to augment the con 
tractibility of the atonic gut in adynamic ileus. Technical means may be devised to 
deposit some procaine, in patients exhibiting instances of adynamic ileus, in front 
of the aorta in the vicinity of the celiac and superior mesenteric sympathetic 


ganglia. 
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Yes, I have always been a keen and ardent supporter of the use of enterostomy, 


but I have lost patients through the employment of blind enterostomy, and I have 
come to learn how important it is to see what one is doing. I do not like to leave 
things to chance. Since 1942, | have been employing what I like to call aseptx 
decompressive suction enterotomy. The method is described in my book on bowel 
obstruction. The virtue of the method lies in the circumstance that the gut may be 
emptied at operation (and aseptically too) permitting visualization of the nature 
of obstruction. Yes, there are indications for the employment of blind enterostomy, 
but they are few indeed 

Ihe Chairman spoke of spastic ileus. Yes, one must be alert to its occurrence. 
You will recall that | spoke of two patients in whom we had undertaken operation 
in the past two years for the relief of mechanical obstruction, in whom none was 
found at operation. They undoubtedly had spastic obstruction simulating closely 
all the signs of a mechanical obstruction. A little more persistence with suction 
applied to an indwelling tube undoubtedly would have resolved the situation satis- 
factorily. But how is one to know? 

I have not observed the situation which the Chairman described as a compli- 
cation of spastic ileus; however, I have seen a patient during the past 20 years, who 
was not operated upon because no obstruction could be demonstrated in the colon 
with a barium enema. Yet that patient died of colic distention and no obstructive 
lesion was found at autopsy. In other words, it is not safe to allow great distention 
to go unrelieved. The gut must be decompressed no matter what the cause of the 
listention is: this is true of mechanical, spastic as well as adynamic distention 

The discussion has been instructive to me. The progress from year to year may 
be very slow. | think as we look backward—and, mind you, it is easier to look a 

Bhundred years backward than it is to look one year forward, but, as we look back- 
ward, in spite of the circumstance that progress is slow, it is apparent we are inc h- 


ing forward with the bowel obstruction problem. 
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SURGICAL TREATMENT OF DUODENAL ULCER: A COMPARISON OF 
THE RESULTS OF TREATMENT WITH AND WITHOUT VAGOTOMY® 


GEORGE CRILF, TR. Pa 
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When Dr 


everyone chose sides 


Dragstedt first cut the vagus nerves, he started a controversy, and 


Many experienced gastric surgeons who, over the previous decades had devel 
oped a fine standardized tex hn for gastric resection, were loath to undertake ancw 
operation. Some of these surgeons condemned vagotomy before they themselves had 
given it a fair trial. They warned of unknown dangers, physiologic and otherwie, 
which might attend the severing of these important nerves, Yet the mortality rate 
of gastric resection, for duodenal ulcer, ran from 2 to 3 per cent in the hands of 
experienced surgeons and many of the surviving patients experienced a morbidity 
which depended to a certain extent upon the type of operation performed, but which 
was constant. If the gastric resections were very radical, they were attended often 
by the problems of malnutrition, by the “dump” syndrome, and by the necessity of 
taking small, divided feedings. If the operations were not so radical, the gastric 
resections were followed by a high imecnence of recurrent ulceration 

One of the reasons why certain thoughtful surgeons have rejected vagotomy 
because they have taken pains to select from the groups of patients requiring 
surgical intervention a special group in which they have employed vagotomy 
Among these surgeons is Mr. Rodney Maingot, of London, with whom | spent most 
of a long day discussing why we had come to opposite conclusions regarding the 
efficacy of gastrenterostomy and Vayotomy in the treatment of duodenal ulcer 
Finally it appeared that Mr. Maingot, a gastric surgeon of vast experience and out 
standing skill, had selected for vagotomy those patients who, he said, had the 
“neurogenic” type of ulcer, in which the symptoms were greater than the physical 
findings at the time ot operation He hesitated to subject tO a wastre resection a 
patient who had little or no evidence of ulcer, and likewise he hated to subject a 
private patient who had a large penetrating crater to an operation suc h as Vagotomy 
and gastroenterostomy which was not yet tried and proved, when he knew that 
pastric resection gave an excellent chance of curing the ulcer. 

l think everyone would agree that when you cannot demonstrate the charac 
teristK intraabdominal pathology, whether it be in the treatment of gallbiadder 
disease, or whether it be in the treatment of duodenal ulcer, the results which will 
follow will be unsatisfactory, mainly because in these cases are included all of the 
patients in whom the diagnosis was wrong. Certainly vagotomy is no treatment for 
functional gastrointestinal symptoms. Vagotomy does not help chrome gastritis 


Vagotomy is a treatment for duodenal ulcer 


®Read before the Fourteenth Annual vent the National Assoctatson 
on. Mass. 24, 25, 26 October 1944 
tMember of Staff, Department of Surgery, Cleveland Hospita 
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Some of those who have been critical of vagotomy are surgeons who have done 
only a few of these operations. It is possible that these surgeons have not as yet 
developed a technic that assures a denervation complete enough to give good pro- 
tection against the persistence of ulcer. Groups of fifty or one hundred cases, in 
which the patients have been operated on by several different surgeons, no one of 
whom has done many of the operations, do not afford a good evaluation of the full 
potentialities of vagotomy. The results may be as unsatisfactory as the results of 
gastric resection would be if one counted only the first five or ten patients upon 
whom any one surgeon did this operation. 

One of the most careful students of the physiologic and pathologic conse- 
quences of vagotomy you heard yesterday, Dr. Francis D. Moore, of Boston, and 
believe that a very worthy purpose has been accomplished by his carefully con- 


rolled studies of gastric physiology. Fundamentally, however, these problems are 


esearch and not clinical, because the vast majority of the operations in this group 
lave been performed by transthoracic resection of the nerves, totally disregarding 
pastric, duodenal or associated intraabdominal pathology and without making any 
attempt to drain the denervated stomach. I believe the trend is well established 
hroughout the country that transthoracic vagotomy is unsatisfactory, because it 
loes not allow full evaluation of the intraabdominal condition and results in a high 
incidence of gastric retention with inevitable side effects. 

Among those who have made outstanding contributions to our knowledge ot 
rastric physiology is Dr. Walters who has studied intensively and carefully a large 
eries of patients subjected to vagotomy. Unfortunately, however, Dr. Walters has 
not said what his indications for the operation were, whether his series is a con- 
ecutive series of cases, or whether he elected to treat certain patients by resection 
and others by vagotomy. In his reported series, moreover, are a number of gastric 
ileers unseparated from the duodenal ulcers in the tabulation of results. Some of 
his vagotomies were done as vagotomies alone without a coincidental drainage 
eration and some of these were transthoracic. In his most recent publication’ he 
reports 68 cases in which the patients were subjected to vagotomy, and in some of 
which gastroenterostomy also was done. Among these he lists 11 failures, but read- 
ing carefully through the article one can find that in at least 8 of these 11 failures 
the operations were done for gastric ulcers, were done as vagotomies alone, without 
drainage of the denervated stomach, or were done on patients who had had previous 
enteroenterostomies below a gastroenterostomy, a situation which with or without 
vagotomy is always attended by a high incidence of recurrent ulceration. 

If one analyzes Dr. Walters’ figures, on the basis of the operations which were 
done for duodenal ulcer and in which gastroenterostomy was done with the vag- 
otomy—there appear to be only three patients who have not done well 

I call this to vour attention because one must read all of these reports carefully 
to make certain that the authors are not including gastric ulcers and other lesions 
which are not amenable to treatment by vagotomy. 

In general, the surgeons who have done gastroenterostomies or pyloroplasties 


along with vagotomies have been well satisfied with the results. These surgeons 
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realized that the denervated stomach did not drain satisfactorily for the first three 
or four months. and that the morbidity of the operation was too high unless « was 
accompanied by some type of a shunt. They also recognized that gastroenterostomy 
alone did something to correct the tendency to develoy ulcer, that vagotomy alone 
did something to correct the tendency to develop ulcer, and that the combination 


of these two operations gave a synergists eff 


ect in which the results were much 
better than those obtained with cither method alone. For these reasons the results 
in a large number of patients treated by vagotomy combined with either pyloro- 
plasties or gastroenterostomy have been highly satistactor) 

Perhaps the greatest danger of the operation of vagotomy and gastroenteros 
tomy is its simplicity. Prior to the development of this procedure, surgeons who 
were not specially trained in gastne surgery often hesitated to undertake the risk 
of perhaps an 8 or even a 10 per cent mortality which a gastric resection for duodenal 
ulcer carried in their hands. They knew that gastroenterostomy alone did not give 
them very good results and, consequently, they were likely to reter these patients 
to others for treatment. 

Because the operation of gastroenterostomy and vagotomy 1s simple and rela 
tively safe, it will be a temptation for surgeons ot limited experience im gastrn 
surgery to treat patients by this means. If the indications for these operations are 
not sound. nothing but discredit will reflect upon the operation We believe, there 
fore, that in spite of the simplicity of the operation, it should be reserved for those 
patients who have complicated duodenal ulcers. We should not extend the use of 
vagotomy and gastroenterostomy to patients with symptoms of ulcer, without 
demonstrable ulcers, and we should continue to limit it to the same group of patients 
in whom we formerly were willing to accept the greater risk of a gastric resection 

During the past three and one half years the late Dr r. E. Jones and 1 have 
treated by vagotomy something over four hundred patients, but many of these 
have not been followed long enough to make an analysis of the results at all signifi- 
cant. Almost all of these patients have had either a pyloroplasty or a gastroenter 
ostomy done in association with the vagotomy These represent less than 15 per 
cent of all patients with duodenal! ulcer observed on the gastrointestinal service 
during this 

We did four or five transthoracic vagotomies in the beginning, encountered 
vastric retention and recognized that it was not a sound method of approach. We 
observed the fact that jejunal ulcers healed promptly following vagotomy, and we 
could not see why there would be much risk of developing marginal ulcers after 
vagotomy and gastroenterostomy when a marginal ulcer was cured by the operation 
of vagotomy; therefore, from the beginning we did gastroenterostomies along with 
the vagotomues 

The first hundred patients have now been followed for a considerable length 
of time, and we have evaluated their progress carefully The gastroenterologists of 
the medical division have made this evaluation under Dr. KE. N. Collins’ direction. 


and I should like to report to you the results obtained in the first 100 cases. 
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One patient died in the hospital following operation. 

One patient died later of totally unrelated causes, about six months after the 
Operation, 

Three patients were lost in follow-up within the first year. 

That leaves ninety-five patients out of the first hundred who have now been 
followed for from one to three years, The average duration of the follow-up in these 
cases 1s now two years. These patients, after the first six weeks, are given no dict, 
no restrictions are placed on smoking or drinking, and they are given no medicine. 
They are told that they are well; that they no longer have an ulcer diathesis. 

The average age of these patients was forty-seven years, and duration of ulcer 
symptoms 12.6 years. 


Bilateral vagotomy plus gastroenterostomy was done in 


73, and pyloroplasty 

in 27 of this group. There has been little difference in the end results in the two 
groups of cases. 


Since the pyloric end of the stomach is held up by the gastrohepatic ligament, 


the stomach distends after the vagotomy, and hangs in the pelvis even when the 


pylorus is patent. Drainage does not go uphill when the patient is standing or 
sitting so the patients have a tendency during the day to have retention and belch- 
ing. Gastroenterostomy is like putting a spigot at the bottom of a barrel; it drains 
out the contents, and these patients have none of the symptoms of retention. 

Prior to operation, 7 per cent of these patients had pyloric obstruction with 
from 30 to 100 per cent retention at the end of six hours. Massive hemorrhage, 
requiring hospitalization or transfusions, had occurred in 21 of the patients, perfo- 
rations had occurred in 10, and there was a history of nrultiple perforations in two 
This group of patients had complicated ulcers, not the ordinary ulcer in which the 
patient says he has a pain in his stomach, and the x-ray shows a duodenal deformity. 
These were intractable ulcers which could not be controlled medically. . 

The patients were asked the ensuing questions two years or more after opera- 
tron 

“Have you vomited? How often?” 

‘Yes”—I15 patients. That meant that 15 patients admitted vomiting one or 
more times from the time the patient left the hospital until the present. 

Two vomited repeatedly. 

Ihree had transitory vomiting which subsided completely in a few weeks. 

Ten had mild vomiting and that is defined as one to six times a year. That ts 
not very much vomiting. 

patients 

“Have vou had diarrhea? If s), how many stools a day se 

Phirty-five said they had had transitory or occasional diarrhea. | think anyone 
has occasional diarrhea. We may have a day or two in which we have four or five 
stools. That was classified as occasional. Six were classified as mild, and by that I 
mean the stools were loose or the patient may have had three or four a day. Two 
said “severe”, which was six stools a day, but these patients were not incapacitated 
by the diarrhea; they were back at work. 
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There were sixty patients who had no diarrhea, and some complained of con 
sUipation, 

(If you analyze a group of gastric resections, you will find much the same in 
respect to diarrhea.) 

“How much weight have you gained?” 

Fifty-eight patients gained weight—sixteen patients, no change; exght patients 
lost weight, but four were on a weight-reduction diet, and the other four | 
pounds. Thirteen patients did not state 


S18 


“Have you had any recurrence of your ulcer-like pain (pain in the upper 
abdomen two or three hours after meals and relieved by food)?” 

A patient who has had a peptic ulcer for two years knows what you mean when 
you ask that. 

Three patients in the group had had such pain, and 92 had no recurrence of 
their ulcer-like pain. 

We then classified these results as excellent, satisfactory. improved, or failure 

In the excellent group we included only patients who were 100 per cent normal 
from the gastrointestinal standpoint. There wasn’t a mark on their questionnaires 
except comments such as “I never felt better in my life” 


“Satisfactory” was no ulcer distress; gastrointestinal symptoms so mild they 


do not interfere with work; no special diet or medication used. If a patient saul he 


occasionally belched after meals, that would not be an “excellent” but a “satisfac- 
tory” result, because he had some gastrointestinal symptoms which he mentioned 
in the questionnaire. 

“Improved” means no ulcer distress. I wish to emphasize that in the improved 
group the patients have no ulcer distress, their gastrointestinal symptoms are less 
severe than before operation, but they are employing diet or medication to control 
the symptoms. The patient with duodenal ulcer tends also to have disturbances of 
colon function which in most cases accounted for the residual abdominal symptoms 
The distress of which the patients complained was lower abdominal distress. for 
which, however, they were taking some form of dietary or medical management. 

“Failure” is any patient who has a persistence of ulcer-like distress or who 
developed side effects such as diarrhea severe enough to constitute a disability or 
prevent him from carrying out normal activities 

When these are broken down, we find 62 are excellent and 20 satisfactory (that 
means excellent plus satisfactory patients with no appreciable symptoms whatsoever 
constitute 86 per cent); 10 per cent are improved, and again | emphasize they have 
no ulcer symptoms but require some form of dietary or medical management to 
control such symptoms as irritable colon; and, finally, a group of three patients 
classified as failures, in each instance because they had a persistence of ulcer-like 
distress. 

Next, we have analyzed a series of 87 patients treated by vagotomy with 
gastroenterostomy or pyloroplasty and have compared the results obtained with 
those which were obtained in a gre up of 87 patients treated by gastric resection of 


gastroenterostomy in the years immediately preceding the advent of Vagotomy It 
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is not fair to compare the vagotomy series with a series of cases in which the 
patients were treated with gastric resections alone. Most surgeons do eight or nine 
out of ten operations for ulcer as gastric resection, and the other tenth they do as 


gastroenterostomies. You cannot use the gastric resections alone as a comparison 


because the reason they did gastroenterostomy in the first place was that the 


patient was a poor surgical risk; so you must compare the way ulcer was treated 
before vagotomy was used—with the way it was treated afterward. 

We were doing gastric resections on about four-fifths of our ulcer patients 
before vagotomy was used, and gastroenterostomies on one-fifth. This is the way 
it worked out: 

Approximately the same number of patients was followed, and the follow-up 
was the same. If the maximum period of follow-up in the vagotomy group was 
eighteen months, we then disregarded any recurrent ulceration or late symptoms 
which might have occurred in the gastric resections or gastroenterostomy group 
occurring after that period of follow-up. The two groups were comparable from 
the standpoint of the duration of the follow-up. 

The average age was the same; the duration of the symptoms the same. Duo- 
denal ulcer was found at operation in all cases; intractable epigastric pain was 
present in all; night pain was present in 19 of the vagotomy group, and in 20 of the 
gastric resection and gastroenterostomy group; 29 of the patients with vagotomy 
bled before operation, as compared with 29 of the gastric resection group; there 
were A perforations in the vagotomy group, and 6 in the gastric resection group, 
and 27 and 2% respectively had pyloric obstruction, 

So you see the two groups of cases in regard to severity of the disease, were 
exactly the same, as nearly as we could judge. 

A questionnaire previously had been sent out to the gastric resection patients 
and we sent the same questions to the ones with vagotomy. In the latter group 4 
per cent had ulcer-like pain, as compared with 18 per cent of the gastric resection 
groups. The incidence of persistent symptoms of ulcer was four times as high in the 
gastric resection group and most of these patients were continuing to take some 
form of antacid or dietary management to control it. That, to me, is a very signif 
cant finding 

Our gastric resections were about average in scope We removed two-thirds to 
three-fourths of the stomach. It wasn’t an extremely radical gastric resection nor a 
pylorectomy. Most of the stomach was removed. 

In the vagotomy group one jejunal ulcer developed over this period of three 
years, and in the gastroenterostomy group there were three, all recurring aftet 
gastric resections. Four hemorrhages occurred after resection or gastroenterostomy 
and there were no hemorrhages in the other group. 

There have been, altogether in the entire four hundred-odd cases, only two 
patients who have had anv gastrointestinal bleeding since their vagotomies were 
performed, in spite of the fact that over 20 per cent of them had bled before. This 
figure is really amazing because none of these patients, not even the two that bled, 


had severe hemorrhages; neither of them required transfusions. One of them 
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occurred within a few weeks after operation and no ulcer was demonstrable in that 


hy 


case, nor in the other case was any ulcer demonstral 


by x-ray. One patent had no 


symptoms at alla few tarry stools and that was all. Vagotomy and gastroenter 
ostomy have been most satisfactory m the control o he 
of the disease 


Now, ict Us COMpare the results in the twi groups of cases 


Following gastric resections 19 per cent of the results were classified as failures, 
usually because of persistence of ulcer-like distress, as mpared with 6 per cent 
failures following vagotomy and gastroenterostomy or pyloroplasty 

Gastroenterostomy alone showed exactly what you would expect, a 30 per cent 
incidence of failure in that group. 

Now, I would like very briefly to run over with you the technic that we have 
been using for these Operations, The incision is midline. We do not molate the eso 
phagus. We feel that that is dangerous, You are not attempting to denervate the 
esophagus; you don’t want to. You might develop cardiospasm if you did. What you 
are trying to do is get the nerves which go to the stomach itself. It is not necessary 
to reflect the left lobe of the liver medially. All that is necessary is to pull down 
strongly on the stomach, palpate the vagus trunks through the peritoneum at the 
level of the diaphragm, pick a little hole in the peritoneum with a nerve hook, run 
a little nerve stripper up into the mediastinum to sever any branching filament of 
the nerve, and resect about an inch or an inch and a half of the nerve—you don’t 
need to ligate the end. A search is then made fur additional filaments which may be 
present—sometimes you find as many as six or seven. It is not necessary to close 
the peritoneum afterwards 

The procedure of vagotomy itself, after exposure is obtained, requires not more 
than about five minutes. The operation is very simple and it is based on the major 
premise that what you are trying to do is not to denervate the esophagus, but the 


stomach, therefore, Hf you } ull down on the stomac h, it puts the nerves under ten 
sion, because the vagus nerves are not elastic. The blood vessels, the musculature of 
the gastrointestinal tract and the peritoneum are elastic. The vagus nerve is not. It 
stands out like a violin string and can be palpated and picked up 

With gastroenterostomies it is absolutely unnecessary to have tubes in the 
stomach for a long period of time because if a gastroenterostomy is done, and if this 
gastroenterostomy is a properly functioning one, the stomach does not dilate, and 
it drains rapidly. The tube is taken out the morning after operation. Aspirations are 
done on the following two nights. If the aspirations show nothing over 100 or 200 
c.c., no further aspirations are done, and that is usually the case 

A retention diet is started the same day, a full soft diet on the fourth day. and 
the majority of the patients are diss harged on the sith postoperative day on 
a simy le diet. After the sixth week there are no dietary restrictions of any kind 

We have done 257 consecutive vagotomies with gastroenterostomy or pyloro 
plasty, without a death. I am not aware of any comparable series of gastric rese: 
tions for duodenal ulcer that has been reported without a death. This operation, 


therefore, is relatively safe. | believe tf you can de 257 consecutive vagotomies with- 
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out a death—and our over-all mortality is well under 1 per cent—that the mortality 
rate should be about 0.5 per cent, 


In this consecutive series we have not had to reoperate upon a single patient 
for obstruction of the stoma, or for obstruction of any kind. All of these patients, as 
I have said, have had good function of their gastroenterostomy stomas. 


In conclusion, | wish to emphasize that in our hands gastric resection for duo- 
denal ulcer has entailed a higher mortality; a higher morbidity; and, third, a lower 
curability of ulcers than follows vagotomy and gastroenterostomy. We attribute 
these results to three factors: (1) We have employed a posterior gastroenterostomy 
situated at the most dependent aspect of the greater curvature to drain the de- 
nervated stomach, (2) We have employed vagotomy and gastroenterostomy in all 
cases of duodenal ulcer in which elective surgery is necessary and hence have not 
selected a special group of cases for this operation, and (3) Vagotomy performed by 
the technic described is complete enough to give a high degree of protection against 
recurrence of ulcer. 

REFERENCE 
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Discussion 


Dr. James T. Nix (New Orleans, La.) :—Dr. Crile is to be congratulated upon 
his able presentation of this significant contribution to a most controversial subject. 
My remarks will consider some of the reasons for the healthy difference of opinion 
among surgeons concerning the role of vagotomy in the management of complicated 
duodenal ulcer. 

There are many question marks in gastric physiology, The Edkin’s hypothesis 
conveniently divides acid secretion into a cephalic, a gastric and an intestinal phase 
and there agreement ends. The interrelationship of these individual phases is shown 
by recent evidence suggesting the mediation of the cephalic phase through the pylo- 
rus Vag tomy attacks the cephalic phase, resection the gastric phase and enterogas- 
trone the intestinal phase. Internists and surgeons center therapy about the phases 
of gastric secretion for lack of a direct method of blocking the formation of hydro- 
chloric acid by the parietal cell, 

How widespread are the effects of supdiaphragmatic vagotomy? How lasting? 
The effect of vagal section on the intestines and pancreas remains to be clarified. 
Wollager studied fecal fat and nitrogen in three vagotomy subjects and found no 
impairment of digestion or absorption. However, additional observations on intes- 
tinal and pancreatic function are needed. Furthermore, it is not known what com- 
plications might follow section of this parasympathetic trunk in patients with essen- 
tial hypertension. Likewise, the permanence of changes in acid secretion and motil 
ity may well be questioned. In the most recent report of Dr. Walters, gastric motil- 
ity returned in 80 per cent of patients within eighteen months after vagatomy. 

How much reliance can be placed on the insulin test as a measure of the com 


pleteness of vagotomy? The vagus has many actions on the stomach (acid secretion, 
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motility, mucus production). As the insulin test measures only acid secretion, mt can 
hardly be accepted as an index of total vagus function 

Clinical studies show many variables in the selection of patients and proce- 
dures, and in the methods of measuring results. As castroenterostomy alone is still 
an acceptable operation for older patients with pyloric obstruction and low gastric 
acidity, any improvement following a combination of vagotomy and gastroenteros- 
tomy may well be credited to either procedure. This comment applies to the twenty- 
four operations for pyloric obstruction in the series of Dr. Crile 

Follow-up studies on this and similar surveys will determine the duration of 
the suppression of acid secretion and define the role of vagotomy im ulcer therapy 
Passing years will write their judgment 

Dr. M. E. Steinberg (Portland, Ore.) :—It is my opinion that generally, the 
indirect gastric operations with or without vagotomy are not as promising as the 
well planned gastrectomy. The choice of the type of gastric operation for simple 
ulcer is determined by mortality rate, incidence of morbidity in the immediate post 
operative period, the assurance that the original ulcer will be permanently cured 
and that the incidence of jejunal ulcers will not be prohibitive. Though much atten 
tion has been given to the postgastrectomy syndrome, the side-effects which follow 
pyloroplasty, gastroduodenostomy, and gastroenterostomy have received little con 
sideration. Alteration of function results not only from loss of tissue and organs but 
also from the new continuity established between the stomach and intestine 

Some crippling side-effects and the frequent occurrence of jejunal ulcer are un 
mistakably the result of choosing the wrong type of gastric operation. Physiological 
dislocations, however, take place after every gastric operation. The freedom from 
annoying symptoms and disabilities even after the proved technic, largely depends 
on the patient's ability to compensate for radical changes of function brought about 
by the operation. 

My introduction to the indirect operations of pyloroplasty and gastroje- 
junostomy came through observation of 97 patients who each had from 1 to 8 
antecedent operations resulting in failure. In seven of these patients the original 
unsuccessful operation had been performed by me. Collectively these 97 patients 
had had 146 unsuccessful antecedent gastric operations 


My last gastroenterostomy was performed in 1925. Since then 558 patients 
have undergone gastrectomy for benign ulcer. This number includes the 97 patients 
with 146 antecedent gastric procedures. The mortality is 1.4 per cent in 558 con- 
secutive unselected gastrectomies beginning in 1924. Four hundred and fifty-seven 
patients were treated by the subtotal conventional retrocolic gastrectomy with a 
short proximal jejunal loop plac ed at the lesser curvature of the gastric remnant. 
After this type of gastrectomy only two of these 457 patients returned with jejunal 
ulcers. These had revision of gastrectomy with good results Two other patients 
from the same group were operated elsewhere, presumably because of jejunal ulcer. 
It is most unlikely that this number represents the true incidence of jejunal ulcers 
after subtotal resection by the Hofmeister-Finsterer technic. Fourteen patients 


have had subtotal gastrectomies with the exclusion of the ulcer by leaving a part of 
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the pyloric antrum with the mucosa not ablated. Four of these 14 patients which 
were originally operated by me returned with jejunal ulcers. They were reoperated 


successfully. Nine patients who had developed jejunal ulcers following gastroen 
terostomy performed elsewhere were subjected to subtotal gastrectomy with the 
use of a proximal Y-anastomosis and with a long proximal jejunal loop, a modifica 
tion of the original end Y-anastomosis of Roux. Two of these patients returned with 
jejunal ulcer, They were reoperated with good results, Ir is obvious that a subtotal 
retrocolic resection with a short proximal jejunal loop transcends other gastrecto- 
mies in the promise of cure for the original ulcer and the prevention of postoperative 
jejunal ulcer. I have had no hesitation in assuring the patient that his gastrectomy 
will probably not result in jejunal ulcer. However, | experience no such comforting 
poiwe when I take up the side-effects of this operation with the patient. The manifes- 
tations of the postgastrectomy syndrome are numerous and protean in nature. Some 
of the intractable and annoying symptoms result from excessive reflux of irritating 
pancreatic juice and bile imto the gastric pouch producing gastritis with subsequent 
nausea, anorexia and vomiting. Since 1932 | have been experimenting with a modi 
hed gastrectomy operation which creates a larger jejunal pouch with formation of 
a valve at the gastrojejunal junction. It aims to prevent reflux of enteric contents 
into the gastric pouch and to add storage capacity to delay transfer of foodstuffs 
This operation has now been used in 78 patients with ulcer, in 6 patients with can- 
cer, and in 2 total gastrectomies. It has also been employed in 5 patients who had 
developed severe intractable symptoms after the conventional gastrectomy. All of 
the 5 patients reoperated by the new method gained weight and made an excellent 
recovery. I gain the impression that such minor complaints as intolerance to milk and 
sweets and the inability to take large meals do not differ much from those encoun- 
tered after the established operation. Thus far, however, none of the 86 patients 
with the new gastrectomy operation have displayed any semblance of the grave 
symptoms and disabilities characteristic of the so-called dumping syndrome or 
“jejunal shock”. The most significant results were obtained in those 5 patients who 
developed severe and intractable symptoms characteristic of “jejunal shock” and 
severe gastritis after the established operation and who completely recovered alter 
being reoperated by the new technic. I am now using this new pantaloon operation 
routinely for uleer and cancer, Apparent normal health and freedom from annoying 
symptoms after gastrectomy does not imply full restoration or compensation for 
altered function 

My attitude to the various surgical procedures used in the treatment of simple 
ulcers has crystallized from personal experience, from personal laboratory expert- 
mentation and from interpretation of physiological studies and clinical reports 
from numerous other sources 

Ihe healing of duodenal ulcer cannot be assured by gastroduodenostomy and 
by pvloroplasty for the obvious reason that these operations do not shunt the acid 
gastric contents away from the duodenum. Contrary to prevailing opinion, the 
reflux of alkaline duodenal content into the stomach is undesirable because it 1s 


harmful to the gastric mucosa. No sustained reduction in acidity takes place after 
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the complete reflux of the alkaline enteric content into the stomach by the Schmilin 
sky operation. On the contrary the Schmilinsky operation results in jejunal ulcers 


with regularity in the experimental animal and in the patient. Duodenal ulcers can 


not always be removed because they are multiple and because they are frequently 
situated on the posterior wall. A successful pvloroplasty of gastroduadenostom+ is 
not possible in the presence of distortion and cartilagenous inflammatory tumor 


formation encroaching on the vital structures of the duodenohepatic mesentery 


Such objections also apply to the various modifications of the Billroth I resection 
some of which are presently being revived with enthusiasm 

Neither does gastroenterostomy assure the healing of duodenal ulcer. Duodenal 
ulcer may bleed or perforate. The healed duodenal ulcer frequently recurs. Jejunal 
ulcers cannot be prevented with the same degree after gastroenterostomy as alter 


a well planned gastrectomy. Complications from stasis are more frequent after 


gastroenterostomy than after gastrectomy in the mmmediate postoperative period 
Side-effects following the indirect gastric operations and all the modifications of the 
Billroth I gastrectomy result in minor or graver symptoms not unlike those which 
take place after the Billroth I] gastrectomy, Granting that a concomitant vagus 
resection does exert a definite improvement in the healing and in the prevention of 


recurrence of the original ulcer and in the prevention of the jejunal ulcer, it cannot 


preclude the side-effects of these operations. There is some evidence that vagotomy 
is followed by side-effects of its own making 

Gastrectomy has been most successful in my experience in curing the origina! 
ulcer and in preventing a jejunal ulcer. Side-effects after gastrectomy resulting in 
minor symptoms are not infrequent. Intractable and annoying symptoms result in 
a small percentage of patients. The new pantaloons operation gives promise of 
either abolishing on ameliorating some of the symptoms peculiar to the postpas- 
trectomy syndrome. 

It is apparent that my surgical approach to the ulcer problem is different from 
that of Dr. Crile’s. Nevertheless, I consider Dr. Crile’s experience with the vag 
otomy operation as a major contribution to our concepts and knowledge to the 
problem of surgical therapy for peptic ulceration 

Dr. Carl Bearse (Boston, Mass.):—Up to the revival of interest in vagotomy 


-and some of our purists in Boston think that the term really should be “vagus : 
resection” —gastric resection had become the preferred operation for intractable 
duodenal ulcer. I use the word “revival” advisedly, for while the current wave of 
enthusiasm for vagotomy dates back to the operative work of Dragstedt, beginning 
in 1943, his experimental work going back to 1924, observations on the effect of 
section of the vagus nerve had been made as far back as 1814, by Brodie, an 
English surgeon, and this work had been confirmed by Wood, in 1870, and by 
Paviov in 1894. 

As pointed out to us by Dr. Crile, gastric resection is still an operation of mag 
nitude. and is not altogether free of serious complications. It is therefore not sur 
prising that vagotomy excited the interest of the medical profession, not alone be- 


cause vagotomy is a less complicated procedure than resection, but also because it 
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appeared to have a more physiologic basis. Those of you who have heard Dr. Crile 


describe the operation of vagotomy——well, it seemed pretty simple, and I can testify 


to the fact that I had occasion to view two of these operations at the Cleveland Clinic 
a couple of years ago, and they certainly made this operation look very casy. 

In appraising the merits of vagotomy, a comparison of the end results with 
those of gastric resection is indeed instructive, and we should be grateful to Dr. 
Crile for coming to Boston and for giving us such a most informative presentation. 
Granted, however, that the preliminary reports on vagotomy are encouraging, it 
must be conceded that it is still too early to evaluate the effect of the operation on 
the prevention of recurrences 

Even a follow-up of six years, back to Dragstedt’s early operations, is hardly 
long enough to give us a true picture of its long range value. As we all know, patients 
have remissions for many years following all sorts of therapy. Many of you have 
undoubtedly had patients who have had remissions for many years following 
medical treatment. Psychiatrists tell us that they have seen benefit for many years 
just following their specialized form of therapy, and certainly we have seen remis- 
sions for many years following gastroenterostomy alone—nothing else added to it. 

I have several patients who had a gastroenterostomy done twenty and more 
years ago, and have been free of symptoms. A conservative approach, therefore, it 
seems to me, should be taken regarding vagotomy, whether it is with or without 
gastroenterostomy or pyloroplasty. The reason that gastroenterostomy fell into 
disrepute was the high incidence of postoperative complications, particularly mar- 
ginal ulcer, and gastrojejunocolic fistula. 

Enough time must be allowed to elapse to know whether vagotomy may not 
also be followed by recurrence, hemorrhage, perforation; whether gastric acidity 
may not return and be followed by marginal ulcer and gastrojejunocolic fistula 
when gastroenterostomy has been added 

Unanswered also are the long range effects on the other organs supplied by 
the vagus nerves such as possible disturbances in intestinal function; the effect of 
partial denervation of the pancreas and duodenum; and what has been termed as 
the “loss of receptive relaxation” of the duodenum; not to be overlooked is the 
remarkable ability of the autonomic nerves to regenerate. 

Now, I do not mean to imply that vagotomy should not have been done. It 
certainly deserved a trial, but we should not be too hasty in reaching a decision as 
to its value. It took a long time before gastroenterostomy was given up for resection 

about twenty vears. The suggestion made, | believe it was by Eustermann, of the 
Mayo Clinic, that possibly a five-year moratorium be declared on vagotomy, de- 
serves our consideration 

In January, 1948, Keith Grimson, of Duke, reported that more than five 
thousand vagotomy operations had already been done by various surgeons. This, 
it seems to me, is a large enough series to give us, in due course, a fairly accurate 
idea as to the merits of vagotomy and its place in the treatment of duodenal ulcer. 

We shall look forward with much interest to further reports by Dr. Crile and 
others doing pioneer work in this field. Of course, the outlook for ulcer sufferers 
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would be much brighter if simpler means than operation were devised to overcome 
ulcer diathesis, but until a more adequate operation than gastric resection is avail 
able, it does seem. to me at least, that the problem of ulcer must be faced im the 
light of our present knowledge. 

Dr. John M. T. Finney, Jr. (Baltimore, Md_)>—1 had not expected to be 
called on to continue the discussion. It came as a total surprise; however, | was very 
much interested in Dr. Crile’s figures, and | should like, possibly for congenital 
reasons, to call attention to the fact that in the use of the vagotomy operation, there 
has been a reincarnation of the operation of pyloroplasty, that had fallen out quite 
a bit. I have not recently tried to collect statistics on our operations, but we have 
quite a group now which fall into the class which Dr. Crile speaks of as vagotomy 
with pyloroplasty 

The type of pyloroplasty we do, of course, as you might expect, is the rather 
wide, Finney type of pyloroplasty, not the Heineke-Mikulicz, or some of the lesser 
ones, and I believe that it has a very definite place now im connection with vagoromy 
I believe that the wide stoma which one gets thereby does away with what has been 
spoken of by Dr. Crile just now as the tendency for food to collect for the first few 
weeks. After all, if one does the wide pyloros lasty type, the ultimate pylorus is 
placed down about the inferior angle of the reflexion of the duodenum, the inferior 
curve, so that it is in fact practically as dependent as when one does a posterior 
gastroenterostomy on the greater curvature 

I think we should all be conservative im our ayy roach to this problem Person 
ally | believe that one cannot confine all stomactl operations to one type of opera 
tion Dr Crile urges that we do that so that our fieuves will be consistent; however, 
I still cannot but feel that one should try to fit the operation to the patient rather 
than the patient to the operation in most instances, and. in doing that, I think there 
will be a necessity for using more than one type of operation, be it vagotomy, reset 
thon, pyloroplasty, gastroenterostomy, of what not. 

Dr. George Crile, Jr. (Cleveland, Ohio):—In the first place, 1 should like to 
thank the discussers for their remarks. 


I am in perfect agreement with Dr. Finney that you should select the type of 
operation for duodenal ulcer, but, since I am convinced that the pathologic physi 
ology which produces this disease is mediated through the Vagus nerves, I believe 
that vagotomy should be an integral part of the operation in all instances, whether 
one elects to do a gastric resection, a gastroesterostomy, or a pyloroplasty. I do 
not believe that there is any place for vagotomy alone, because of the high and often 
totally unexpected morbidity which occurs in patients who have not nec essarily had 
any pyloric obstruction prior to the operation. 

Dr. Steinberg must have misunderstood our results in respect to vomiting 
There were two patients out of a hundred—2 per cent-—who have vomited repeat 
edly since operation. Fifteen vomited from two to six times, that 1s, at the most, 
once every two months during the first year, and in analyzing a group of gastric 
resections by the same method, we found an equal incidence of vomiting from the 
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tume the patient leaves the hospital on through, so there have been two, not fifteen, 
repeated vomiters. 

Dr. Nix spoke of the motility of the stomach and acidity of the stomach after 
vagotomy, and interpreted the return of acidity and motility as signs of possible 
vagus regencration. I do not believe that it should be so interpreted because we 
know that anywhere in the autonomic nervous system, whether it be a blood vessel 
or a viscus, the immediate effect of denervating an organ and isolating it from the 
central nervous system is to produce atony and lack of function. Very quickly there- 
after the autonomous mechanisms in the organ begin to function. Tone and function 
are regained; however, there is no indication that the psychic stimuli, which is the 
pathologic physiology of ulcer, do return. Dragstedt has been unable to produce 
any return of psychic stimulation after section of vagi in dogs even when he anas- 
tomoses them, and the Hartzell experiment was not conducted to study the effects 
of higher centers or gastric secretion, It is merely normal acidity which returns. No 
one minds if normal acidity comes back; it is abnormal acidity one wishes to 
prevent. 

Dr. Bearse’s conservative stand is well taken. The final answer lies ahead, 
but nevertheless, the analysis of our results prior to the advent of vagotomy shows 
half of the recurrences took place within the first year. Only one patient in our 
entire experience with vagotomy has had a recurrence after six months. Any other 
recurrences have been failures right from the first few months. 

If a five year moratorium were made on vagotomy, | think it would be a most 
unfortunate thing. The mortality rate of gastric resection in our hands, and I am 


quite sure throughout the country, is three times as high as it is for gastroenter- 


ostomy and vagotomy. Death is irreversible. During that five years many patients 
would have died unnecessarily. Vagotomy is not irreversible, in that medical treat- 
ment can be given if any ultimate and hitherto totally unindicated disturbances 


of gastrointestinal function take place. 
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THE ABDOMINAL INCISION® 


D. JOSEPH DUGGAN, AB. MD. PACS? 


Boston, Mass 


Surgery has passed from its anatomical infancy, through bacters logical and 
pathological childhood, to its present physiological teen-age Operation today 
like the meat in a sandwich; preoperative and postoperative management are its 
two pieces of bread. Surgery 1s continually pushing ahead to new goals. Conse 
quently, the surgeon today who contemplates the making of an abdominal incmon 
is faced with the whole problem of wound healing and all that makes an operation 
safer for the patient. 

The object of an abdominal incision is to obtain adequate exposure with mini 
mal damage to the abdominal wall. Vertical incisions are easily made and easily 
closed. The disadvantages to these types are: (1) difficulty in closing (when there 


is increased tension), (2) cutting of nerves and fascial fibres at right angles to theu 


natural course. Transverse incisions are: (1) less destructive to Ussues, (2) easier 
to close. (3) more comfortable for patients and (4) stand strain of coughing, vom 
iting and distention better. The disadvantages to these incisions are’; (1) possible 
inadequate exposure, and (2) they take longer to close Oblique mcm1ons are a 
compromise. A combination of incision types 's possible 

lhe evaluation of surgical risk is the prime consideration, For this a complete 
history and mental and physical examination ts required, Special problems ma) 
present themselves; such as, obesity, cardiorenal disease, diabetes and infancy and 
old age. In other words, we must treat the whole patient, not the surgical ailment 
alone. 

In the wards of the Boston City Hospital we have sick people with almost 
every conceivable deficiency; mental, physical, financial, nutritional, vitamin, fluid, 
blood. cardiac, renal and what have you. All the needs of these patients must be 
adequately met; the spiritual and mental as well as the physical. Harmful effects 


of nutritional deficiencies of the patient are now being recognized and combatted 


Yer, the study of nutrition as applied to surgery is still in its infancy. 
Protein has an important role in nutrition. There are two kinds of protein 

(1) tissue protein, cell protoplasm and nucleus, (2) plasma protein, globulin, 

albumin, and fibrinogen. 


In process of digestion protein is broken down into amino acids and absorbed 


from the small intestine, through the liver to general circulation?. Amino acids are 
rebuilt as follows: (1) to replace tissue and (2) to build blood proteins, namely 
hemoglobin, globulin, fibrinogen and albumin. The end product of amino acid 


catabolism appears in urine as urea for the most part; that is, as nitrogenous waste 


*Presented before the Postgraduate Course m Crastromtestina Survery of the National Crastro 
enterological Association, Boston, Mass 27, 28, 29 October 1944 
tSenior Surgeon, Boston City Hospita 
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Protein deficiency is caused by inadequate intake, impaired absorption, hem- 
orrhage, liver damage or high B.M.R. from fever, sepsis or trauma. 

Carbohydrates and fat are protein sparers, i.c., they are used instead of body 
tissue protein to furnish energy. Also we must remember that food ordered for the 
patient but not eaten is of no value to the patient 

Protein deficiency causes slow wound healing, lessened resistance to infection, 
disturbed water balance; i.c., blood volume is decreased and nutritional edema 


ensues. It also causes weakness, anorexia, loss of weight, anemia, depression, etc. 


Protein is about 16 per cent nitrogen. The body utilizes its own tissues when a 
negative nitrogen balance exists. Therefore, more protein is needed in abnormal 
conditions. Many diseases seem to arise in a nutritional deficiency state. Parenteral 
alimentation is necessary when the patient cannot get a sufficient amount orally or 
cannot assimilate properly. Fortunately, amino acids can be given intravenously. 

The use of protein hydrolysates is currently popular and helpful for supplying 
parenteral food. But these are no good for shock of hemorrhage. Serum protein 
determinations are a guide to protein needs. Protein is obtained quickly by whole 
blood transfusion when anemia exists and by plasma when anemia is not a factor. 
Limiting water with hypoproteinemia decreases the edema, Increase in sodium 
oncentration causes water to be eliminated. Decrease in osmotic tension allows 
retention of salt and water in interstitial spaces when hypoproteinemia exists. Low 
salt intake allows kidneys to excrete water and salt. Protein is the major contributor 
to osmotic pressure in the blood stream. 


Loss of blood may present a serious problem, Blood volume, after hemorrhage, 
is restored promptly by fluid (water and salts) drawn from the extravascular spaces. 
Phe average adult has about 6,300 ¢.c. of blood, Fifty-four per cent is a protein and 
salt solution called plasma. Loss of 30 per cent rapidly is usually fatal if blood trans 
fusion is not given to replace the deficit. Therefore long operations may necessitate 
multiple transfusions 

lhe causes of blood volume reduction are (1) hemorrhage, loss of whole blood, 
(2) anemia, reduction in red cells, (3) plasma loss, as in shock, (4) water loss, With 
hemorrhage, watery fluid is drawn into the circulation with resultant reduction in 
concentration of r.b.c. and protein both. 


Blood loss may be acute or chronic. The first indication is to stop the bleeding. 
Whole blood transfusion is the best quick remedy for blood loss. There is no satis- 
factory blood substitute. Nutritional anemia is helped by whole blood transfusions 
plus protein and folic acid. The dangers of whole blood transfusions are: (1) reac- 
tions due to technical errors of incompatibilities, (2) transmission of hepatitis, 
syphilis and malaria, Plasma is the best substitute for whole blood. 

Fluid Balance:—-Vhe object of fluid administration in patients with fluid and 
electrolyte imbalance is to restore the intracellular fluids to the normal pattern. 
Osmotic pressure is one of the fundamental forces underlying many physiological 
processes; ¢.g., the excretion of urine, interchange of fluids between imteriors of 


blood cells and their surroundings, as well as the regulation of blood volume’. The 
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flow of fluids from tissues into the blood stream and vice-versa depends on osmotn 
and hydrostatic pressure, The semipermeability of the membrane 6 an essential 
factor in the development of osmotic pressure. 

The other important factor in the interchange of fluid between the blood and 
the general body fluids is the hydrostatic pressure within the capillaries, Lec., blood 
pressure. When blood volume is increased of decreased both the osmotic and the 
hydrostatic pressures are altered. These changes bring the blood fluid automatically 
to its proper level. Edema is the term applied to an eacessive accumulation of flusd 
in the tissue spaces due to a disturbance in the mechanism of fluid interchange 

Dehydration is caused by (1) inadequate intake of water, (2) excessive sweat 
ing. (3) abnormal loss through vomiting, diarrhea, or draining from indwelling 
gastric tube, and (4) reduction in electrolytes in body fluids 

The signs of dehydration are: (1) dry skin and tongue, (2) scanty urme out 
put, (3) hemoconcentration, (4) protein concentration, (5) rise im blood rpm. and 
(6) thirst. Water does not become available for urine formation until wants of the 
body are met. Up to 4,000 to 7,000 c.c. of water may be needed in some cases for 
replacement before excretion of urine begins. The kidneys play an important part 
in conserving water and salt, excreting excesses of either or both 

Intravenous isotonic gluc ose solution i the best wav to rey lace water if the 
oral route is not available. Giving of excessive water to patients with anuria due to 
renal damage may cause water intoxication. Anuria of renal insufficiency must be 
distinguished from anuria due to inadequate fluid intake. Dangers exist in fluid 
administration. Patients with low protein levels or cardiorenal disease may be lost 
by unwise administration of saline solution. The patient's tolerance must not be 
exceeded. Cardiacs should have what they lose put back, be it blood, water of 
protein—no more and no less. Dehydration delays wound healing. The appearance 
of the patient and response to treatment are the most valuable guides. An intake 
and output chart 1s a must for serious surge al cases. An adequate output of urine 
is the best guarantee of fluid balance. A minimum of 1,500 cc. is needed to eliminate 
mtrogenous waste 

NaCl is the most important salt in the extracellular fluid. Salt deficit arises 
from sweating, indwelling gastric tube, ileostomy, vomiting and diarrhea. Salt 
deficiency causes weight loss, weakness, hypotension, anorexia, poor wound healing, 
protein breakdown, low blood chlorides, altered metabolism, rise in N.P.N., high 
blood urea, kidney damage and uremia 

The tests for salt deficit are: (1) the amount of NaCl in the urme (drops 
first when renal function is ne mal), and (2) blood chloride. 

The treatment is water and salt. Water alone ts not enough. Sodium jon, not 
the chloride, governs fluid and cle trolyte balance The dangers ot ecacessive admin- 
istration of parenteral saline are suppressian of urine, acidosis, pulmonary edema 
and death. There is a wide margin of safety in the patient with good kidneys and 


satisfactory urmary output. 
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It is the sodium ion rather than the amount of fluid given which causes reten 
tion of body fluid. Edema cannot occur without retention of sodium as well as 
water, Pulmonary edema is serious. Edema, the accumulation of fluid in the inter- 
stitial spaces is due to: (1) excess salt administration, (2) damaged kidneys. Edema 
retards wound healing. Contraindications to excess saline administration are hypo- 
proteinemia, potassium deficit, cardiorenal disease, edema, hemorrhage or shock, 
and simple water defer. 

Potassiom as well as sodium metabolism is intimately connected with water 
balance and acid base equilibrium. Potassium deficit results from excessive admin- 
istration of saline solution, vomiting of intestinal obstruction, diarrhea with 
dehydration. According to Randall and coworkers at the Columbia Presbyternan 
Medical Center, hypochloremic alkalosis is a potassium deficiency state*. With a 


flame photometer they checked the levels of potassium in their patients. Alkalosis 


causes more potassium to shift from the intracellular to the extracellular spaces. The 
symptoms of potassium deficit are muscle weakness, distention, anorexia, irregular 
pulse, and respiratory distress. The treatment of potassium deficit is to give potas- 
sium orally or intravenously, 

The adrenal cortical hormone also has a profound influence on electrolyte and 
fluid in the body. It regulates potassium metabolism and distribution. The advan- 
tages and contraindications to early ambulation deserve mention. 

Our knowledge of vitamins dates from about 1912. Vitamins are essential to 
cellular metabolism. Vitamins C and K are of established value to the surgical 
patient, Vitamin C is needed for wound healing’. One to four grams daily may be 
needed in a severe deficiency state. Vitamin K is needed in various types of hepatic 
disease. Folic acid helps correct nutritional deficiency anemia. One injection daily 
of thiamin riboflavin and niacin helps the seriously sick patient. New knowledge 
may rey eal more surgical importance of vitamins than at present. 

Wound healing is influenced by the age of the patient, nutritional states, ane- 
mia, infection, surgical technic, blood supply, trauma and foreign bodies, such as 
tale. Taleum powder used for gloves has been proven to cause foreign body reaction 
of a serious nature in the tissues*, Corn starch powder is a satisfactory substitute. 

Phe problem of sutures is intimately connected with wound healing. It is the 
size of sutures not the kind that counts. Skin does not tolerate absorbable sutures 
well. Fat and muscle tolerate sutures poorly and add nothing to wound strength. 
Fascia gives wound strength, (connective tissue). Many fine interrupted sutures 
are preferred to heavy sutures. Sutures are affected adversely by trauma, tension, 
poor hemostasis and infection 

Evervone connected with a surgical operation must be bacteria cons ious. 
Culvuring knife blades used to make the skin incision in a series of my surgical 
cases proved to me the necessity of proper draping of the skin edges. Contact of 
gloves, instruments, gauze, suture material or retractors with the skin, allows bac- 
teria to be transferred into the wound. Sterilization of the deep skin is not reliable*. 
Air bacteria are a constant hazard especially when upper respiratory infections are 
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prevalent. Ultraviolet hght has been used to sterilize the air of operating rooms with 
considerable success’. This, however, is a hazard to the eves and skin. 

Using a glass shield and special draping pr ved to me that a mechanical barner 
is a satisfactory answer to the problem of air bacteria 1 placed culture plates inside 
the barrier during operation and control plates outside. The difference in the num- 
ber of colonies was amazing Except for difficulty in sterilizing and its being a hire 
hazard, cellophane sheeting would be a good mechanical barriet With a proper 
mechanical barrier, coughing, sneezing and talking would be permissible as well as 
close observation of the operation by students It seems absurd to me to use 4 
mechanical barrier over the surgeon's nose and mouth. while leaving the patient's 
wound open as a repository for air bacteria 

Surgical infections are a test of the patient's resistance versus the virulence of 
bacteria. Clean wounds are rarely entirely free trom bacteria. Wound infections 
result from dead tissue, poor blood supply, hematomata, contamination, sutures too 
tight or too heavy and malnutrition and anemia. Signs of wound infection are post 
operative fever and local changes in the wound, such as tenderness and fluctuation 
Bacteria of wound should be recognized and antibacterial agents proved effective 
against the bacteria in the wound should be used. Chemotherapy and antiseptics are 
an aid, not a substitute, for sound surgical treatment Despite pitfalls and abuse, 
the antibiotics are a tremendous aid in the prevention and treatment of wound in 
fection. Penicillin and streptomycin are of proved value. Newer antibacterial agents, 
such as bacitracin, aureomycin, chloromycetin and others are being developed. 

During 1945 and 1946 at the Boston City Hospital we performed a total of 
3.038 abdominal operations with 13 cases of wound disruption F.visceration 1s 
caused by insecure « losure, strain of coughing or the like, distention, faulty healing 
due to local or systemic complications such as lack of Vitamin C and infection amd 
hypoproteinemia. Signs of evisceration are serosanguineous discharge, swelling 
under the skin, and painful incision. Hernia results when only the peritoneum and 
posterior sheath of the rectus give way. Evisceration exists when all layers of the 
wound under the skin separate. Operation with sutures of wire including all layers 
of the abdominal wall is our usual treatment of wound disruption. 

All this has been presented to prove that the surgeon who is contemplating an 
abdominal incision has many more things to think about than the use of his scalpel. 
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SURGICAL DISEASES OF THE PANCREAS* ¢ 


ALFAANDER |. A. CAMPBELL. M.D. PACS** 
Boston, Mavs 


There is no other organ in the abdominal cavity, that beset by disease, may 


manifest its symptoms in as protean a manner as does the pancreas. The explanation 
is apparent. The pancreas is a retroperitoneal abdominal organ traversing the 
upper abdomen, and it is in proximity to large vascular structures, There is rich 
enervation present and the ducts of the pancreas joining the common duct above a 
common sphincter form an interrelationship in the cause, as well as the effect of 
disease in both the liver and the pancreas. The contact with various parts of the 
gastrommtestinal tract produces in pancreatic diseases significant clinical manifes- 
tations in that tract. In disease as well as in disorders of function, the pancreas 
produces far reaching metabolic disturbances which are difficult to interpret, and 
which constitute a challenge to the therapeutist. Thus it is apparent that the symp- 


toms of pancreatic diseases exhibit themselves in variable ways. 


For the surgeon the following classification modified from that of Cattell and 
Warren’ of the Lahey Clinic is not all inclusive, but basic and practical. 


FABLE I 


INFLAMMATION 


Neute 
Acute pancreatic edema or acute mterstitial pancreatitis 
é Ncute hemorrhage necrosis 
Acute suppurative pancreatitis 
4 Preudocysts 
Caren 
Chron relapsing pancreatiiin 
a. Chron fbrowme pancreatite 
b. Pancreat lithiaen 
Pancreatic calcrhcation 
d Retention cyvats 


‘ Preudocysts 
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Traumatic Pancreatitis 

a. (Operative 

b Nonmoperative 
Pv yat 
Fistula 

: Interna 

b. External 
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TABLE fil 
Reaign 
2 Pr erative 
Malignaxt 
leet cell 
2 Cyet ack aA 
4. Dect arc 
> 
© 
7. Lemphoma 
TABLE IN 


Pawceeatic Destases 


1. Ducta 
at 
4 Congenita yats 

b. Farthal cyst disca 
vat par reatity 
6. Dermoid crete 
7 Teratoma 

ANOMALIES 
1. Ducts:—~—Anomalies of the ductal system are the commonest developmental 
deviations. Opie? found that the two ducts, those of Wirsung and Santoro, may ; 


join together may remain separate, or one of the other may become obliterated 


In the majority of cases they come from a main duct that joins the common duct 
and empties into the duodenum through the Sphincter of Oddi 

2. Ectopic pancreas:-—~By this term is meant an entirely different isolated 
mass of pancreatic tissue from the main yland. Heterotopic tissue has been found 
in this order of frequency—in the stomach, duodenum, jejunum, ileum, mesentery, 
biliary tract and spleen. These findings are usually operative of postmortem They 
are «mall and in the gastrointestinal tract in the submucosa, they may mimic an 
ulcer. and should be removed if possible If they obstruct, palliative obstruction 


surgery is indicated. They do not undergo malignancy. 


3. Annular panereas:—There are 52 cases reported in the literature by Leh 


® The condition is characterized by a ring of pancreatic 


man’, Chapman® and Gross 
tissue around the second portion of duodenum. Failure of the ventral portion of the 
pancreas to rotate with the duodenum, and its union with the dorsal portion around 
the duodenum causes this rare anomaly. The symptomatology may be that of acute 


obstruction in the new-born, chronic duodenal obstruction im the adult, or recurrent 
obstruction in the adult associated at times with jaundice due to pancreatitis 
lreatment of these types is surgical and may consist of: (1) Division of 
Annular Ring; (2) Gastroenterostomy; (3) Duodenojeyunostomy 
Theoretically, short-circuiting is a safer operation It precludes the danger of 


hemorrhage, fiatula and necrosis, as well as imsuring against obstruction persisting 


from incomplete division. 
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Concenrran Cysts 
1. Hemangiomatous cysts involving the pancreas, kidneys, mesentery, cere- 
bellum and other parts, known as Lindau’s Disease, a rare destructive disease, 
familial and prone to malignancy. 


2. A form of familial cystic disease involving kidneys, liver, pancreas and 


ovaries in the female, rarely the omentum, mesentery and peritoneum. The usual 


predominating symptomatology is that of kidney insufficiency. There ts no therapy. 


4. Chronic Cystic Pancreatitis. This is a fatal familial disease. Cystic fbrosis 
of the pancreas occurs. The tissue is destroyed and replaced by cysts of varying 
size and by fibrous tissue. The islets are unchanged. The lungs show bronchitis, 
bronchiectasis and pulmonary abscesses. Atresia of the gastromtestinal, urinary 
and biliary tracts may be associated with the pancreatic changes. Fatty changes in 
the liver are found in about % of cases according to Anderson’. 

4. Dermoid cysts. 


§. Teratomatous cysts are rare. They arise higher in the abdomen than 
omental and mesenteric cysts. X-ray may be very helpful in their diagnosis. Extir- 
pation is the treatment, 

Acute LAM MATION 


Acute inflammation of the pancreas commonly defined as acute pancreatitis 
represents a varying degree of necrosis of the pancreas, with autodigestion of pan 
creatic cells, resulting in activation of trypsin and producing a differing clinical 
manifestation, depending on the degree of insult. 

Etiology :—There are generally accepted the following causation factors, but 
the mechanism of this production of acute pancreatitis is not clearly understood and 
is a theorem. 

1. Trauma. Accidental or postoperative. The increasing incidence of this 
complication in upper abdominal radical surgery is disturbing and contributes to 
the mortality, particularly in duodenal gastric and splenic surgery. 

2. Reflux of bile into the pancreatic duct incident to a common channel, to 
stone, or edema of the ampulla of Vater or spasm of the Sphincter of Oddi. 

3. Infections such as lymphogenous or hematogenous spread from distant focr 
or from the duodenum or biliary system. 

4. Obstruction in pancreatic ducts as a result of stone, stricture or tumor. 

5. Circulatory stasis, thrombosis or embolism. 

6. A combination of two or more of these factors. 

Vhere are certain observations that are pertinent. (a) the trypsin of the pan 
creas must be activated by some mechanism not clearly understood, (b) pancreatitis 
is found in middle-aged obese patients, (c) there usually coexists a high incidence 
of biliary tract disease, and (d) there is frequently an incidence of alcoholism, (ce) 
pancreatitis is not an uncommon cause of acute surgical abdomen, (1) the condition 
is not commonly diagnosed clinically. Thirty-five per cent are correctly diagnosed, 


(g) methods of treatment are controversial. If surgery is employed, operative treat- 
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ment should be properly timed and at best it does not extirpate of cliuminate enher 
the disease or its cause, 

There are all three types: 1. Acute edematous pancreatites, 2. acute hemorrha 
gic necrosis and 3. acute suppurative. 

Type 1 may eventuate into Type 2 or 5. 

Types 1 and 2 may form a pseudocyst. The common type that may develop 
into a pseudocyst is Type 2 

Acute Epematrous 

his is the commonest of all types. Although recognized by Fitz, Halstead and 
Archibald. earlier it was established as a distinct clinical entity by Zoepflell® But 
Elman® must be given the credit for its clinical recognition in the United States 
The onset is sudden. Pain located in the epigastrium initiates the attack. The pain 
is in paroxysms radiating to the back, frequently to the shoulders, most commonly, 
to the left shoulder. The pain is frequently refractory to morphine, There ts nausea 
and vomiting, early abdominal spasm and marked tenderness with distention of the 
upper abdomen and diminution of, or disappearance of, peristalsis 

The pancreas is enlarged, tense, swollen, soft and boggy There may be blood 
tinged or cloudy exudate. Frequently there is fat necrosis localized to the pancreatx 
region in many Cases. 

In the majority of cases the urinary and blood amylase values are increased 
early in the disease. There appears to be a correlation between the concentration of 
this ferment and the severity of the disease. 

Infection of the biliary system, with or without gallstones, is commonly found 
his process tends to subside. Repeated attacks produce the condition of chronk 
intestinal or relapsing pancreatitss. 

Needless to say the routine utilization of the serum or urmary diastase test m 
suspected gallbladder attacks or exploration at operation of the pancreas, will reveal 
many unsuspected cases. 

Conservative management is the proper treatment employing such methexls as 
the control of distention by intubation and Wangensteen suction, relief of pain using 
demerol, paravertebral injection of procaine for pain and shock, hydration, pent 
cillin, streptomycin, blood, detection of complications such as diabetes, abscess, 
pseudocysts, etc. and eradication of biliary tract infection after subsidence of an 
acute attack and adequate preparation of the patient. 

If the diagnosis is not clearly established, an operation will be necessary. The 
operation must consist of the drainage of the lesser peritoneal sac and decompres 
sion of the biliary tract by drainage of the gallbladder or drainage of the common 
duct. 

Acute Hemoxanacic Pancreatitis 

This condition represents a severe prostrating pancreatitis, characterized by 
intense, agonizing pain, shock, pallor, subnormal temperature, vomiting and diffuse 
distention. Classical signs of shock are manifested early. Fluid is demonstrable 
early in the abdominal cavity. There may be discoloration around the umbilicus; 
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(Callen’s sign’). Left flank discoloration, (Grey-Turner’s sign'') may be evident. 
Bload examination shows hemoconcentration and diminished blood volume. The 
serum amylase and serum lipase values are usually increased. There is however no 


correlation between the severity of the attack and the concentration of these fer- 


ments. WBC is clevated showimg a preponderance of polymorphonuclears, hyper- 


glycemia and glycosuria may be found. Hypocalcemia has been observed first by 
Wiper and Miller". 
Dirrexentiat Diacnosis 

The following conditions must be considered: 

Acute cholecystitis with perforation. 

Gastric or duodenal perforations 

High intestinal obstruction. 

Ruptured appendix with spreading peritonitis. 
Mesenteric thrombonis. 

Coronary occlusion. 

Spontaneous rupture of esophagus. 

X-rays of the abdomen have a distinct place in the differential diagnosis. They 
will show the presence or absence of air under the diaphragm in the pleura or 
mediastinum. They may show dilated loops of the small intestine, isolated dilata- 
tion of the transverse colon, (Gabich sign) or fluid in the abdomen, 

Among the other aids in diagnosis is serum lipase (Comfort and Ostenberg"*) 
which is accurate in 9% per cent of the cases. Splanchnic block procaine (Albanese) 
renders immediate improvement and relief of pain. According to Elman", 60-200 is 
considered normal for blood amylase, while 200-400 is normal for urinary diastase. 
Chere is also the abdominal paracentesis with aspirations of characteristic prune- 
juice fluid which is almost pathognomonic, and Lowe’s Test, the epinephrial eye 
test, with the positive test suggestive. 

Treatment is nonoperative in acute hemorrhagic pancreatitis, General princi- 
ples of treatment are similar to those in acute edematous pancreatitis, but because 
oft high incidence of shox k, blood and blood substitutes must be liberally used. Anti- 
biotics should be given in large doses. Complications of suppuration and pseudocyst 
formation must be detected and treated appropriately. 

PANCREATIC SUPPURATION 

Some degree of suppurative inflammation ts present in many Cases of acute 
pancreatic necrosis, If the patient survives the acute attack, suppurative inflamma 
tion may supervene. In other instances the attack seems to be that of a suppuration 
process, the acute phase is less dramatic and signs of sepsis are present from the 
onset. An abscess or multiple abscesses may remain localized; may burrow retro- 
peritoneally to the subphrenic area or down to the left iliac fossa, or rupture into 
the general peritoneal cavity. Suppurative inflammation should be treated by 
operative drainage. 
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TABLE \ 

acute, treated medica 
Operatroe—l 

acute} 


Tatai—~21 
Psevupocysts of Onion 


Pseudocysts are accumulations of bloody fluid or proatcts of autccligestion 


and degeneration of the pancreas, occurring in the region of the pancreas as a 


result of pancreatitis or of trauma. ‘They have no true wall and are limited bs 


adherent adjacent walls. They may occur after a single attack, or occur im patients 
who have had recurrent attacks. A collection may occur days, weeks or months 
after an attack, Ferments are found in the cystic fluid in the majority of cases 


Symptoms include fullness, distress, epigastric pain, tenderness. 


sional vomiting, loss of weight and low grade fever X-ray with barium meal. o: 


kia, 


X-rays with in-lying tube demonstrated an ‘pigastnic mass displacing the stomach, 


duodenum or large bowel. 
TABLE 


Pas i 


Chas 


1 Case requiring nd dramage fa recurre vat 


The majority of these cysts are present through the gastrocolic omentum 
They are usually present to the left in the midline 

Treatment is operation, marsupialization. A small number may recur. Hf an 
accumulation of fluid recurs, a third time, resection of the involwed pancreas must 
be performed. Anastomosis of the cyst to the stomach or duodenum, may be prefer 


able in the recurrent cyst or the cyst with persisting fistula, 


Curontc Rerarsinc Pancrearrris 

This was described as a clinical entity by Comfort et al. in 1946. It is a disease 
of the pancreas characterized by recurrent attacks of pain in the upper abdomen. 
During these attac ks there is evidence of pancreatic dysfunction \t the onact 
there is evidence of islet and acinar tissue disturbances. but only during the acute 
phase. As these attacks recur, evidence of permanent injury becomes apparent 
Eventually these changes result from recurring edema, necrosis. hemorrhagia, et 

This disease is not a new discovery. Neither is it an uncommon one. It mas 
be recognized for the first time presenting one or several signs or symptoms of 
many possible predominating ones. 


It may precede or follow biliary tract diseases. It may follow perforated 
peptic ulcers of the duodenum or stomach. It may complicate trauma, tumor of the 


ampulla of Vater, or tumor of pancreas. Alcohol is a contributing factor 


2 deaths, 186 
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Recurring pancreatitis may produce calcification, fibrosis, cyst formation, 
steatorrhea, creatorrhea, diabetes, acute or chronic, jaundice, gastrointestinal 
hemorrhage, calculi, in biliary or pancreatic ducts, cholangitis, hepatitis, spleno- 
megaly, ascites, and drug addiction. 

In the acute phase the treatment is medical. It is necessary to search for a 
possible cause and eradicate it if possible, eliminate biliary tract disease and 
remove an activating ulcer or any source of focal infection. 


In the chronic phase, surgical treatment is indicated. It varies with the indi- 
vidual case and falls under the following headings: 
1. Fradicate associated biliary tract disease. 
Sphincterotomy—Doubilet and Mulholland™. 
Pancreatoduodenectomy. 
Total pancreatectomy. 
Splanchnecectomy unilateral or bilateral—Reinhoff and Baker"? 
Retention Cysts. 
Pancreatic Calcinosis. 
Pancreatic Fibrosis. 
Pancreatic Duct Caleuli, 
Pseudocysts (Chronic Inflammatory), 
TABLE Vil 
Retarsine 
Case had sephincterotomy 
Cases had sphincterotomy plus cholecystectomy 
Cases had duodenopancreatectomy 
Case had common duct drained 
Case had gallbladder drained 
Case had exploration, bilateral splanchnicectomy, 
total pancreatomy 
Cases explored—no treatment 
Cases pseudocysts drained 
Cases untreated—) active duodenal ulcer posterior wal! 
Jchronic gallbladder, probably stones 
Potal~19 Cases 
These conditions can be pathological expressions of relapsing pancreatitis. 
They are not to be considered as distant entities and are found to coexist in vary 


ing degrees. Fach case must be individualized and treated according to general 


principles aimed at correcting, if possible, the presenting disability. Complicating 


diabetes in these cases tends to be severe, progressive and refractile to treatment. 


Pancreatic Trauma 

There are two main causes for pancreatic trauma, the operative and the non- 
operative 

Operative trauma is secondary to excision of a penetrating duodenal ulcer or 
to procedures on the terminal biliary tract, the stomach or splenectomy. Splenec 
tomy is particularly for trauma. Pancreatitis producing subphrenic irritating accu- 
mulations or collections in the vicinity of suture lines may produce necrosis of 
suture lines with leak and spreading peritonitis. Fortunately, at times, collections 
may tend to localize and drain through abdominal incisions producing external 
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fistula. After drainage of intraabdominal collections, external fistula may be trou 
blesome but are usually only temporary, due to communication with a emall duct 
or ducts. Careful drainage of an area of injured pancreas at the time of operation 
may be indicated. This is a wise procedure in many cases of total gastrectomy 
when splenectomy is performed 

Nonoperative trauma:;—It is good surgery to remember that apart from pene- 
trating wounds, nonpenetrating wounds to the pancreas such as contusions, lac 
erations and rupture, may produce internal collections, pseudocysts of peritonitis 


In the suspected traumatic pseudocyst, operative exploration must not be delayed 


Cyst Apenomas 
These are true tumors, proliferative and usually multiocular. They are un 
common and develop insidiously often attaining a large size before they produce 
signs of deformity, anorexia, nausea, vomiting and weight loss. They usually arise 
from the body of the pancreas and tend to become adenocarcinomatous. Complete 


excision, invariably difficult and carrving a considerable mortality is indicated. 


Ister 

This is the most common of the benign tumors of the pancreas averaging one 
case in 800 autopsied cases. Only 20 per cent have symptoms. The first case was 
reported by Wilder and associates’ in 1927. An adenoma is a small, highly vascu 
larized tumor occurring in the substance of the gland commonly in the tail of the 
pancreas. They may be single or multiple. The insulin content is 4-40 times the 
content of normal gland per gram weight 

The symptom complex is that of hypoglycemia, with all of its accompanying 
features and consequences, The patient is in good health and presents a history of 
an insidious onset of a chronic progressive episodic course, He has attacks of head 
ache, restlessness, dysarthria, diplopia, tonic or clonic muscle spasm, convul 
sions, hyperreflexia and occasionally coma and death are expressions of disturbed 
central nervous system 


° ate as follows 


The criteria for diagnosis according to Bockus! 
(1) Fasting B. S. below 50 me per cent 


(2) Fasting B.S. below 40 mg. per cent following a provocation test 


(3) Relief of attack when glucose is given intravenously without the patient's 
knowledge. 

(4) Classical glucose tolerance curve. Rise not above 120 and fall to subnor 
mal levels persisting for 3-4) hours 

($) Normal health and stable nervous system between attacks and 

(6) Progressive course. 

The suryK al treatment includes the removal of adenoma cn adenomas, reser 
tion of pancreas if no adenoma ts discovered and resection of the tail of the 
pancreas. 

Carcinoma or Pancreas 
1. Islet cell adenocarcinoma:—Adenoma that lack encapsulation, microscopic 


invasion of blood vessels with metastasis. They are uncommon and are found in 
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the younger age group. The hypoglycemia does not respond to excision of the 
main tumor because the metastatic tumor nest produces insulin. Surgical treat- 
ment is unsatisfactory. 

2. Cyst adenocarcinoma:—Cyst adenocarcinoma is very rare. It occurs in 
middle life and is rapidly growing, painful, nontender, upper abdominal mass. 
Chere is disability and weight loss. Diagnosis is usually verified at operation by 
biopsy. They do not lend themselves to radical extirpation. 


Sancomas, 
The clinical picture is essentially that of cancer of the pancreas. Their course 
in time is rapidly progressive. Growth is rapid and the tumor may attain a con 
siderable size and be palpable. Surgical excision is invariably impossible due to 


early extension and rich vascularity and x-ray treatment is unsatisfactory, 


ApeNOCARCINOMA oF THE PANCREAS 

Cancer of the pancreas occurs usually after age of 50 and occurs in the female 
in % of the cases, and % in males. Two per cent of all cancers occur in the 
pancreas, 4 of all cases accur in the head and the remainder, in the body and tail. 
The incidence in the ampulla of Vater to pancreas is about 1-12. All ampullary 
tumors are adenocarcinoma, Three-quarters of the cases of cancer of the pancreas 
are adenocarcinoma. The remainder are made up largely of duct cell carcinoma. 

\ painful dull-aching backache, which is more pronounced on lying flat in bed 
at night is a common symptom of adenocarcinoma of the pancreas. Jaundice ts an 
early prominent feature and it is progressive, present in SO per cent of cases. Phere 
is progressive weight loss and weakness, anorexia, nausea and vomiting coexist. 
The gallbladder is dilated in 75 per cent of cases. Diarrhea creatorrhea, steator 
rhea occur in the majority of cases. X-ray studies may show an enlargement of the 
head. Hepatomegaly is a common finding and diabetes ts present in 13 per cent of 
the cases Peripheral thrombosis in 8 per cent, Ulceration of the upper gastromtes- 
tinal tract occurs in 20 per cent, while 20 per cent have stones in the gallbladder, 
§ per cent have stones in the common duct, pancreatitis is present in $0-plus per 
cent of the cases, cyst formation is present in 15 per cent, fibrosis is present in 85 
per cent and fat necrosis in 23 per cent, confined to the pan reas. 

Metastasis occurs in the following order:—(1) Extrahepatic biliary ducts, 
(2) Liver, (3) Regional lymph, (4) Duodenum. 

Accuracy m preoperative diagnosis in the early case is surprisingly low. At 
autopsy 18 per cent are found to be operable, and 13 per cent curable, with disease 
limited to the pancreas. 

The treatment is surgical. Whipple, Parsons and Mullins’ demonstrated the 
feasibility of radical surgery in 1935. Later in 1940, Whipple performed the opera- 
tion in one stage for the first time. His operation with few modifications has be- 
come the standard procedure wherever surgery for malignancy of the pancreas ts 
performed, 
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Many surgeons have reported poor end results. The fault is not in the proce 


dure, but rather in the operator's selection of cases for radical operation. An im- 


proved criteria of operability must be establuihed and taught 
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GASTROJEJUNOCOLIC FISTULA* 


JOSEPH TARTAKOFF, MD, FPACS+ 
Boston, Mass 


This late complication of gastric surgery remains one of the most serious in 
the operative management of gastroduodenal ulceration and fortunately is of 
infrequent occurrence. Early recognition and proper management are essential if 
the patient is to be effectively treated. During recent years the incidence appears 
to have decreased perceptively, but in the light of the present trend in manage- 
ment of peptic ulceration with the performance of more gastroenterostomies with 
or without vagal resection, an increased incidence may be anticipated. Other 
causes than gastric surgery for the development of this fistula are to be found in 
gastric or colonic carcinoma, intestinal tuberculosis, trauma, etc., but these entities 
are not included in the present consideration. 


Parnocenesis Course 

The pathological sequence which leads to a gastrojejunocolic fistula is initiated 
by stomal or marginal ulceration arising at the site of a gastroenteric anastomosis. 
The perforation of such an ulcer into the transverse colon to which the ulcer has 
gained adherence establishes the fistulous communication. While instances occur 
in which the tract extends only between the jejunum and colon, it is more fre- 
quently true that all three viscera are joined. It is extremely unlikely that, once 
established, any such mucosa lined tract ever undergoes spontaneous closure 
although it is conceivable that initial perforation with abscess formation and the 


secondary extension of the abscess into the colon may set the stage for cicatricial 
contraction and ultimate obliteration of the lumen of the fistula. The usual course 


is for the fistula to maintain itself, frequently with scarring in the wall of the colon 
so that significant obstruction of the lumen may occur. 


While it is possible for gastric content to pass directly into the colon through 
the fistula, passage in the reverse direction is evidently the more common course. 
This is supported by the experience of the roentgenologist whereby the communi- 
cation is more readily visualized by barium enema than by upper intestinal barium 
series. As a result of the small bowel contamination, an active jejunitis and ileitis 
is set up resulting in marked hyperperistalsis and the rapid passage of ingested 
material through the intestinal tract. Upon this prime effect is based the outstand- 
ing clinical feature—the diarrhea and the profound nutritional and biochemical 
changes which follow. 

INCIDENCE 

The presence of stomal peptic ulceration serves to indicate that the original 
ulcer-forming mechanism has not been effectively or permanently altered by what- 
ever surgery was originally carried out. Marginal ulceration of this character 

*Presented before the Posteraduate Course in Gastromtestinal Surgery of the National Gastro 
enterological Association, Boston. Mass, 27, 28, 29 October 1949 


tAssistant Professor of Surgery, Tufts College Medical School; Junior Surgeon, Boston City 
Hospital 
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occurs in 3-4 per cent of cases following gastroenterostomy according to Walters 
and Clagett'. This is a conservative figure as compared with that of 15 per cent 
advanced by Lahey? and still higher figures from other responsible sources*. The 
incidence of marginal ulceration is significantly less in gastrojejunostomy follow- 
ing subtotal gastric resection and this is to be looked upon as a mark of increased 
efficacy of resection as a method of treatment in duodenal ulceration. It is hkewine 
true that the complication is less frequent in the surgical management of gastric as 
compared with duodenal ulceration and this is apparently related to the lower 
degree of hyperacidity in the former lesion, The percentage of marginal ulcers 
which progress to the formation of gastrojejunocolic fistulae is placed between 11 
and 14 per cent**. Since the total number of gastrojejunocolic fistulae which can 
be found in the literature is surprisingly small, it must be apparent that thi ts a 
figure which is difficult to substantiate, but the various estimates on the part of 
responsible observers lie essentially within the range indicated. It is significant 
that this complication rarely occurs after anterior or antecolic gastroenteric anas- 
tomosis and this is due to more direct proximity of the anastomosis to the colon in 
the posterior and not in the anterior type. Marshall* calls attention to the fact that 
when a posterior anastomosis is made the opening in the transverse mesocolon 
should be close to the base of this structure and therefore contact with the colon 
is less likely to occur. This of course may set the stage for perforation of a stomal 
ulcer into the mesocolon or into the pancreas with its own symptom picture, but 
fistulation into the large bowel ts avoided. 

As previously indicated the incidence has undergone a considerable drop in 
recent years and Faxon™ points out that in the past forty years only I® cases have 
occurred at the Massachusetts General Hospital and that none has occurred since 
1941. This diminution is undoubtedly duc to the general improvement in surgical 
management which has taken place in all large centers, but particularly to the 
substitution of adequate gastric resection for posterior gastroenterostomy as a 
definitive type of surgery. The changing trends of the present period make it prob- 
able that gastroenterostomies will be done more frequently in combination with 
vagal resection and if the latter procedure is incomplete and previous gastric hyper 
acidity is allowed to recur, the stomal ulceration and its attendant complications 
are to be anticipated. 

CurmicaL Syxnprome 

There is a wide variation in the latent interval between primary surgery and 
the development of the fistula*’ and it is important to point out that cases have 
been reported within the first year and after 40 years. The time factor alone, 
therefore, does not exclude the diagnostic possibility Careful questioning will fre- 
quently disclose that recurrent gastric symptoms have occupied the period which 
precedes the actual fistula formation. The ultimate development of the fistula may 
be quite sudden and without warning or, as is suggested, may have been preceded 
by the syndrome of marginal ulceration. 

Pain:—This is likely to be severe in the period which precedes the develop- 
ment of the fistula and during which the stomal ulcer is active, but once the com- 
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munication is established spontaneous pain is no longer a prominent or consistent 
part of the clinical picture. Local tenderness however may be present as a mark 
of the inflammatory reaction about the fistula. 

Diarrhea:—This is the focal point of the symptom picture and is usually 
severe and debilitating. Watery movements follow the taking of any food or fluid 
and frequently undigested material may be recognized in the feces. 


The diarrhea is less a mark of direct stomach to colon shunt than of the irrita- 
tive jejunitis and ileitis induced by the regurgitation of colonic content into the 


stomach and jejunum. This small bowel irritation was strikingly demonstrated in a 
case under consideration by the marked congestion and edema of the bowel wall; 
in appearance quite in keeping with that of early regional ileitis. 

Stercoraceous Odor to Breath:—The patient gains early awareness of the foul 
odor which in some instances immediately precedes the onset of the diarrhea. This 
complaint is partly responsible for the anorexia which contributes to the develop- 
ing nutritional deficiency. 

Weight Loss :—Rapid and continued weight loss is also a constant finding and 
is a mark both of fluid loss and inanition and: suggests the comparable state which 
develops in acute ulcerative colitis. In the patient reported in this paper the weight 
loss amounted to 16 pounds within a period of less than five weeks. 

Local Findings :—-The presence of a tender mass immediately above and to 
the left of the umbilicus has been reported but is not a constant finding. Tenderness 
at this site is usually to be defined but does not represent a prominent part of the 
physical picture. 

Nutritional Deficiency:—Atwater* and his collaborators call attention to the 
deficiency states brought about by the rapid passage of solid and liquid food 
through an altered intestinal tract. Hypoproteinemia results in edema and occa- 
sionally in ascites. Lron deficiency is a constant finding and nutritional anemias are 
frequent. The laboratory evaluation with respect to the total red blood count and 
hemoglobin may lead to false interpretation due to the hemoconcentration which 
is present, The specific deficiency states attributable to faulty absorption of the 
essential vitamins have all been reported. 

Roentgen Examination:—X-ray examination by the administration of a 
barium enema demonstrates the fistula in practically all instances, the opaque 
medium entering the stomach and small bowel simultaneous with its appearance 
in the transverse colon. As pointed out by Gray and Sharpe’ an upper gastroin- 
testinal series is less likely to demonstrate the fistula because of the edematous 
folds of jejunal mucosa which project into the lumen. 


Preorerative MANAGEMENT 
While proper surgical management is the only basis on which cure is to be 
expected, adequate preoperative management is the only basis on which the sur- 
gery can succeed. The various nutritional factors mentioned indicate the direction 
to be taken in the preparation of the patient, but the specific methods used are 
influenced and greatly modified by our inability to use the alimentary canal to 
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restore the patient. Jejunostomy for feeding purposes had its proponents in a 
former era, but it seems unlikely that the jejunum would tolerate material intro- 
duced by an adventitious opening any better than that directly introduced by 
mouth. Moreover the presence of an additional jejunal stoma would unnecessarily 
complicate the ultimate surgical management. It becomes necessary therefore to 
utilize the intravenous route for the restoration of body fluid, electrolytes, protein, 
blood and vitamin stores. The virtual withdrawal of all fluid and food by mouth 
reduces the stimulus to frequent diarrheal movements and therefore reduces the 
steady fluid drain. It is necessary to maintain the hygiene of the mouth by the 
judicious use of oral preparations. Gray and Sharpe’ report a reduction in opera 
tive mortality from 61.5 per cent to 27.7 per cent on the basis of adequate preop 
erative care alone. Of necessity, from 1-2 weeks will be required to restore nutri 
tional balance and during the latter part of this period the use of streptomycin for 


intestinal bacteriostasis or the administration of sulfathalidine will reduce the 
operative hazards. 


TreaTMEeNT 


Surgical treatment must have two objectives—first, the effective interruption 
of the fistula, and second, the control of the primary ulcer diathesis. Failure to 
consider the second issue has repeatedly led to the recurrence of the original duo 
denal ulceration and Faxon™ cites three instances in which the reformation of the 
duodenal ulcer occurred within a period of three months to one year. That the 
objective mentioned is not generally pursued is indicated in presentations of 
Thomas® and Wayland". Thomas reports four cases of gastrojejunocolic fistulae 
due to ulcer, of which three were treated by taking down the existing gastroenter- 
ostomy and reconstituting normal intestinal continuity. In one case of the four a 
supplementary anterior gastroenterostomy was done. Wayland’ presents three 
cases in which intestinal continuity was restored apparently without any effort 
being made to insure lasting reduction of gastric secretion. Thomas nevertheless 
quotes from Lahey's experience that—“The unhooking of a gastroenterostomy 
and restoration of the digestive stream has resulted in a recurrence of the original 
ulcer in 40 per cent of their cases”. 

The completion of the full operative program in a single sitting or its division 
into two or more stages will depend upon many factors, prime among which is the 
condition of the patient. Various “first stages” have been proposed primarily for 
the patient so depleted by the intractable diarrhea that full effort at parenteral 
support and restoration is unavailing Pfeiffer’ in 1939 suggested proximal colos 
tomy as a means of preventing small bowel reflux and the adoption of this brought 
about a striking reduction in over-all mortality. 

Garlock* and Dreosti™® have suggested that cecostomy be done instead of 
right colostomy, primarily to remove the site of the intestinal stoma as far as 
possible from the field of definitive surgery. The relative effectiveness of the latter 
procedure is to be questioned but evidently « has served these authors well 


Marshall® proposed tleodescending colostomy as the first stage and the reported 
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good results supported his convictions. It must be borne in mind however that the 
many adjuncts to modern management of major intestinal surgery contribute to 
the mortality reduction and that the specific procedure itself is not solely 
responsible. 


Various specific programs of surgical management may be outlined. 


Exposure of the fistulous site with separation of the three adherent viscera 
and primary closure of the several defects. This constitutes an invitation 
to reactivation of the original duodenal ulcer unless some attempt is made 
to combat the ulcer diathesis—the addition of an intraabdominal subdia- 
phragmatic vagotomy will be a tempting addition to the essentially simple 
procedure mentioned. The direct invasion of the involved bowel wall car- 
ries with it the hazard of peritoneal contamination and questionable secur- 
ity of the multiple suture lines, but the risks will be reduced by the liberal 
administration of antibiotic preparations. 

Primary exposure of the fistula with its resection including the adjacent 
segments of involved bowel,—normal intestinal continuity is then rees- 
tablished and supplemented by abdominal vagotomy. This in essence is 
the procedure advocated by Faxon and Schoch™. The program is one for 
the good risk patient not in need of a preliminary diversion colostomy and 
calls upon one’s conviction that the vagus resection will serve to maintain 
permanent control over the ulcer tendency. 

Preliminary diversion of fecal stream by colostomy followed by excision of 
fistula, closure of jejunum and colon, and gastric resection as recommended 


by Pfeiffer''. This of course requires a third procedure, the closure of the 


diversion colostomy and in addition requires that the major operative 


performance be carried out after the abdominal wall has been contaminated 
by the colostomy. This objection to be sure is readily overcome by careful 
technical management and the proper use of antibiotics. One technical 
objection lies in the attachment of the transverse colon to the abdominal 
wall and the interference which may in a measure complicate the definitive 
surgery. 

The fourth approach is that advocated by Marshall and Lahey® and con 
sists of a first stage lee alescending colostomy followed by en bloc resection 
of right colon, the greater portion of the transverse colon, the involved 
jejunal segment and the lower three-fourths of the stomach. The prelim- 
inary diversion of the fecal stream from the fistula is theoretically the most 
effective which can be obtained and serves to prepare the site of the fistu- 
lous communication for the ultimate surgical resection. The second stage 
involves the sacrifice of considerably more colon than seems necessary, 
but technically this is no serious issue and physiologically the organism 
adjusts very well to the sacrifice. Two instances of spontaneous closure of 
the fistula after the first stage have been recorded—one by Marshall® and 
the second by Lahey”. 
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Case Reroxr 

The patient, A.A., is a 60-year old male orginally operated 22 years ago for 
a chronic recurrent duodenal ulcer. At that time a posterior short loop gastroenter- 
ostomy was performed with complete relef of the symptom picture. The patient 
remained well and active until 8 years ago when he was hospitalized and studied 
for persistent midback pain. While the prime emphasis was placed on orthopedx 
possibilities and a myeclogram was performed to exclude the presence of a protruded 
intervertebral disc, it seems likely that the pain was a mark of slow penetration of 
a gastrojejunal ulcer. 

In December 1948 the patient became aware of foul eructations and a bad 
taste in his mouth and shortly thereafter there began a persistent and debilitating 
diarrhea. The bowel movements were loose and watery and were induced by the 
taking of any food or fluid. Within 10 days the patient lost approximately 15 pounds 
and had placed himself on a program of restricted food and fluid intake to reduce 
his diarrhea. The resultant picture of dehydration was striking. 

Upon hospitalization the following laboratory data was obtained: W.B.C 
6,800; R.B.C. 4,650,000; hemoglobin 88 per cent; N.P.N. 20; serum protein 5.5 
grams with an A.G. ratio of 1.5. Gastric analysis revealed 30 units of total acid 
with no free hydrochloric acid. Urine examinations were essentially normal. 

X-ray examination by upper gastrointestinal series and by barium enema 
revealed a gastrojejunocolic fistula 

It was decided because of the extreme changes which had been brought about 
within a short time to divide the patient's surgery into two stages, Preoperative 
management continued for 9 days and included the adminiwtration of intravenous 
glucose, saline and amino acid solution, concentrated polyvitamin preparations and 
transfusions. Streptomycin by mouth was started 3 days before operation and ad- 
ministered in 44 gram doses four times daily. 

The first stage operation consisted of ileodescending colostomy without any 
effort being made to explore the vicinity of the fistula. The distal tleum was turned 
in and the prime anastomosis established side to side. Of great significance was the 
startling inflammatory aspect of the small bowel—bearing as it did the suggestion 
of a diffuse inflammatory process. rhe small bowel was accorded the respect which 
is $0 necessary in ulcerative colitis. The postoperative course was innocent and at 
the time of discharge on the tenth postoperative day, the patient was having formed 
stool and the stercoraceous odor to the breath had entirely ceased. 

In the interval between operations barium enema cxamination was twice made 
in the vain hope that spontaneous closure of fistula might occur. Since it did not, the 
patient was re-admitted after an interval of five weeks and four days later was 
reoperated. While the patient had not gained weight, he looked and felt very much 
better than when originally seen. 

Ihe second operation consisted of an en bloc removal of the right and trans- 
verse colon apt roximately to the spleni flexure in luding the involved jeyunum and 
the distal two-thirds to three-fourths of the stomach. The total inflammatory mass 
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which surrounded the fistula was of considerable size and would have made any of 
the direct approach procedures much more difficult than this apparently more radi- 
cal procedure. The jejunal ulcer and the fistulous communication were readily 
demonstrable in the surgical specimen. The patient tolerated the surgical effort 
very well and received supporative transfusions and the intravenous administration 
of glucose and saline. His convalescence was complicated first, by the development 
of a severe postoperative parotitis and second, by the development of intense jaun- 
dice on his 7th postoperative day. The jaundice was looked upon as an instance of 
homologous serum jaundice and was related to the previous operation and trans- 
fusion carried out at that time. The parotitis responded promptly to radiation 
therapy. 

The patient was discharged much improved on his 16th postoperative day and 
has since returned to his usual work. His weight has slowly risen approximately to 
his normal and except for increased frequency of bowel movement there has been 
no distressing gastrointestinal symptom. There has been no diarrhea. 

SUMMARY 

I. The pathogenesis, course and incidence of gastrojejunocolic fistula is 
considered, 

Il. The clinical syndrome is discussed and the importance of diarrhea as a 
basis of the profound clinical derangement is stressed. 

Il]. The great importance of preoperative management is emphasized, and 
various types of operative procedure are described. 
IV. A classic case is reported in which a two-stage procedure was followed 
with complete recovery. 
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Hisromican Factors 


Throughout the presentation of the data on the 300 cases of epilepsy we have 
repeatedly attempted to impress the reader with the fact that although we were 
presenting seemingly unrelated material, it was very intimately connected. Thus, 
we showed that in the extensive presentation of the aurae of the gastrointestinal 
and nongastrointestinal types, that we were merely giving part of the chief com 
plaint. We did likewise when we gave an claborate description of the types of 
seizures and the statistical data connected with them. This we also continued when 
we gave details on the various types of assigned and other causes as well as the past 
personal history of the individual. In other words, we were continuously proving 
that just as in the diagnosis of a case and in the placing of a cerebral lesion im gen 
eral neurology, we take the chief complaint, the present history, the past personal 
history and the family history and combine them with the symptomatology and the 
neurological findings in order to arrive at a conclusion which gives us an anatomical 
localization of the lesion within the cerebral hemisphere, a 10 focal and general 
~ epilepsy this procedure is indispensable. In other words, speaking im the terms of 
epilepsy, and particularly in the gastrointestinal type of epilepsy, we place the 
lesion within the cerebral cortex or below it, that is, within the corticothal 
amomammillary tract or within various other parts of the cerebral cortex which 
directly or indirectly connects with the final common pathway, that 1s, the spin- 
othalamic or the pyramidal tract. The reader can readily see that we hardly 
digressed from the material which we presented at the beginning of ovr paper and 
from that which we repeatedly stressed under the heading of neuroanatomy of the 
corticodiencephalic system. In the gastrointestinal syndrome groups which we even 
tually hope to describe, a procedure similar to the above will be followed in each 
case presentation of the case histories of each group. The aurae dealing with abdom 
inal pain and those with other sensations as well as the motor aurae, will eventually 


present us with definite anatom« al lesions of the corticodiencephalic system that 
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will be backed by positive neurological findings pointing to these areas and in some 


instances by pneumoencephalographic proof. While we presumably work on epilepsy 


with its anatomic and pathologic features we simultaneously solve the problem of 
neurogenic control of gastrointestinal function since the gastrointestinal aura is 
associated with the convulsion. 

We will therefore continue with only two more subjects dealing with the 300 
cases of epilepsy. These two subjects deal with the family history in great detail so 
that the problem of congenital and hereditary findings in relation to the causation of 
epilepsy is cleared up. Subsequent to that we shall dwell only in a limited way upon 
some of the neurological and other findings as presented upon admission, When the 
syndrome group cases are presented no elaboration upon hereditary or familial 
characteristics will be made. Only the term heredity, etc. will be used without fur- 
ther qualification. The autonomic links the heredity of the epilepsy migraine 
syndrome. 

There is an extensive literature on the subject of congenital and particularly on 
that of hereditary epilepsy. Throughout the past century various investigators and 
outstanding neurologists have attempted to show that there is a definite hereditary 
type of epilepsy. In the last two decades, however, investigators have disproy ed an 
overwhelming incidence of hereditary diseases causing convulsions by comparing 
their results in tremendously large numbers of cases with those of such outstanding 
authorities as Gowers and various others. Lennox and Cobb and particularly the 
former author have delved into this subject extensively, but at this time we have not 
the space to offer the reader even a short summary of the data on the subject. We 
ask the reader, however, to distinguish between the term congenital and hereditary 
epilepsy as we have previously indicated. 

The reader will therefore realize that in the presentation of the family history 
both of the maternal and paternal branches, we will find a great deal of substance 
which well covers pathological material that might fall under the heading of con- 
genital and hereditary character and thus be related to the lesion within the brain 
of the epileptic patient in an etiological way, and be secondarily responsible for 
his epileptic seizures. 

The incidence of these familial and hereditary diseases or conditions in 300 
cases of epilepsy under consideration as they occurred in the mother, we will present 
whenever possible according to system. In considering nervous and mental ailments 
which occurred on the maternal side we find that nervousness, death due to a stroke 
below 40 vears of age, hysterical spasms, fainting spells as a baby, death due to 
apoplexy, epilepsy, insomnia and depression, death due to paralysis, chorea at 30 
years of age, immoral epileptics, fainting spells during pregnancy, nervous tempera- 
ment, spinal injury causing death, neurotic, over sexedness and irresponsibility, 
insanity, death due to fracture of the skull at the age of 48, hemiplegia at the age 
of 46 vears, feeblemindedness, postpartum fainting spells, and finally fainting 54 ells 
during pregnancy were the diseases and conditions found that seemed to have a 


possible relationship to the epilepsy of the children when such conditions as enu 
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merated above occurred im some of the mothers of the 300) epileptx institutional 


patients It is again interesting to recall the relationship between pyramidal and 


extrapyramidal hemiplegia even in heredofamilal diseases In degenerative 


hereditary diseases such as Friedrichs’ ataxia, etc. one can readily pot to cere 
bellar factors because it a spinal form of cerebellar disease and the ataxia uo 


therefore a prominent feature. In corticocerebellar disease however, balance is not 
so much interfered with and if a hemiplegia is present, although it is associated with 
corticocerebellar fibre involvement, the paralysis overshadows coordinative disturb- 
ances. We are certain that Muskens who did muct 


more than Davison and Good 
hart to interrelate the cranial nerve nuclei with Deiters’ and vestibular nucle 
would appreciate our point of view of relations between pyramidal and hereditary 


extrapyramidal diseases (Patterson and Weingrow 1937), Other diseases found on 
the maternal side of the family of the 300 cases that seemed to suggest involvement 
of the cardiovascular and respiratory systems were the following 


death due to 


pneumonia, to bronchial asphyxiation, to hypertension at $3 years of age, and 


finally death following unspecified heart trouble. The renal diseases which occurred 
in mothers of the 300 e leg tic patients were few in number. It should be remem 
bered that such conditions, when present during pregnancy im the mother will 
definitely influence the brain of the offspring. In one case we find that a kidney con 


dition which made the mother bedridden for three months prior to the birth of the 


In another instance death due to Bright's diuscase was men 
tioned. Systematically unassigned items suc! 


patient was present 


as “parents were second cousins”, 


“died of cancer”, “syphilitic”, “died of high blood pressure at 33 vears of age”, 


“mother died of rupture”, “mother was of dwarf type”, and a “death due to anemia 
and blood poisoning” were the other items mentioned in the maternal history « 


cases of epilepsy. A maternal death due to diabetes, 


and another one due to gout 
and diabetes, and a third in which death was due to gallstones were also mentioned 


Data such as the above will be meant whenever no specific statement given and 


only the words “positive maternal hereditary history” are used. Brief terms such 


as the above will be employed in the case presentation of the gastrointestinal syn 


drome groups when other features will be emy hasized 


Next in incidence to the maternal conditions involving the nervous system 


came the genital tract. In this respect the reader will realize that the maternal 


history is by far more important than the paternal. It is in diseases inc idental to 


pregnancy, those of the puerpurium, and « therwise that one finds a common cause 


for the congenital encephalopathies and congenital encephalidities and, possibly, 


even for the congenital malformations of the meninges and brain In most of our 


publications we have emphasized that congen tal defect was almost as frequent as 


birth injury and sometimes more so, a8 a causation of epilepsy. Through the hem 


route as well as by direct infection from the womb and adnexae, the fetus can 


easily contract not only diseases such as syphilis, but almost every infection im the 


medical calendar can involve the newborn and thus be a responsible factor in the 


production of pathological conditions which might affect the cerebral cortex and 
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deeper structures. Not only infectious, but also traumatic, toxic, metabolic, endo- 
crine and heredofamilial as well as mechanical conditions might be responsible for 
various deformities, and injuries to the brain. The reader should therefore remem- 
ber that not only the corticothalamomammillary system but particularly the extra- 
pyramidal, (as may be seen in hereditary chorea), pyramidal, and spinothalamic 
fibres of the final common pathway may be involved, causing not only congenital 
athetosis, encephalitis and all varieties of hemiplegia but also convulsions with 
aurac ol a Sper ith type relerring to the gastromtestinal tract and to the autonomic, 
among others, Not only are the convulsive manifestations of the brain involvement 
present, but as we have seen from the work of Davison and Goodhart as well as 
from that of Archambault and Fromm, that various paralyses and motor disturb- 
ances of the eye, head, neck and body scars may be seen in addition to total or par- 
tial troy hx changes in the body musculature. It is also hkely that these are respon 
sible for abnormal head movements in convulsions. From the above we can see how 
important all possible available data in the taking of a history really are. Items 
which might seem irrelevant, will crop up now and then and assert themselves to 
be the causative factors in the production of pathological conditions which are situ- 
ated in the brain particularly in the cerebral portion and which will produce most of 
the symptomatology in the mammiullothalamic and spinothalamic areas which we 


have continuously been guilty of repeating and reiterating. With our case presenta- 
tions the reader will have to keep referring to our neuroanatomical data, 

Death in childbirth, a kidney condition which confined the mother to bed three 
months prior to the birth of the patient, fainting spells during pregnancy, puerperal 
fever at 36 years of age, postpartum fainting spells, fainting spells when pregnant, 
and finally cancer of the uterus and breast, were given as the maternal conditions 
present within the genital tract of some of the mothers of the 300 cases of epilepsy. 
We must again offer reasons for concentrating upon the past histories of these three 
hundred nongastrointestinal epileptic cases. There will be certain features which will 
be neglected when we start dealing with our gastrointestinal syndrome cases. We 
intend to omit as much as possible group history records because we must concen 
trate upon neurological, encephalographic and liver percussion in the gastrointes- 
tinal cases. The concentration upon neurological findings will have a double pur- 
pose, First, it will establish the localization of the neurogenic gastrointestinal 
corticodiencephalic tracts, a feat, which is the main purpose of this rather elaborate 
clinical investigation. Secondly, we wish to stress certain parts of the brain such as 
the cerebrocerebellar pathways which have been neglected not only in epilepsy but 
in neurology as well, Such pathways are important in conditions such as Meniére’s 
vomiting vertigo syndrome, 

Although less important than the history of the mother of the piley tic, that of 
the tather should never be omitted in the analysis of congenital and hereditary 
conditions. Alcoholism and other conditions besides syphilis ure factors m the pro 
duction of epilepsy in the offspring. Data dealing with diseased conditions in the 


fathers of some of the 300 cases of epilepsy analyzed as far as the nervous system 
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was concerned are: nervousness, alcoholi epileptic admitted to Skill- 
man in 1930, inflammanon of the lining of the lelirrum tremens, suicide, St 
Vitus dance, arrest for indecent exposu oelis, death d to apoplexy, insane, 
death due to meningococcus meningitis, death d © paralysis, neurotic, immoral 
ity, confinement to prison because of ur! ’ ia, queer makeup, convulsions 


all his life, suffered from severe headaches, died at * a f 46 due to 


sleeping 
sickness, died at 44 wears of age because “water in his head”, paranoid im a vet 
erans hospital, and finally a death due to brain tumor, Other conditions mentioned 
were: pneumonia at 53 vears of age, death due to tuberculosis, death due to laryn 
geal tuberculosis, death duc to influen ne cause, and 
finally a death due to pulmonary edema, all of which were found in the history of 


the father suggesting involvement of the lung e seems to be plenty of material 


in the above for those ot the modern school of mi we inmterpret 


the intercerebral synchronous diencephalic like dverhvthmias commonly known as 


the essential epilepsies on a congenital, familial or ewen hereditary basis. For that 
matter there ts plenty of material in epilepsy for everybody, even for the neurologist 
as has been shown by no less a great neurologist than Gowers and the ereatest 
neurophysiologist of epilepsy, ic, Muskens. We will show that Lennox was right 


when he attempted to stress the hereditary features of epilepsy on a statistical basis 


We intend to do so without overburdenit ir crowded bibliography. While dome 


that, we will add authoritative data on the corticopontine and frontobulbar and 


cerebellar tracts th af medi ate he ad movements mm the Penfield convulsive patterns 
Diseases affecting the cardiovascular sevstem of the father of these e Hleptics were 
diabetic gangrene, cardiac, internal hem« » hes a corons eeclusion 


gangrene, pernicious anemia and finally ynaud’s disease, Purely heredofamilia!l 


direct connections will be dealt with exclusively in the eventual case presentations 


The paternal, metabolic and *r gastrointestinal conditions were given as 


diabetes, death due to rupture of ; ‘ndix. de following intestinal obstruction. 


death due to arcine a of the liver ic ine lic, deat} to cancer 


of the stomach. des following pe s, death due to gastroenteritis, death due 


to duodenal uk er, am ther death d ye te ute apy endix, and finally a death caused 


hy liv er Of eratic ns The renal dise ‘bie ich irred in some of the pate rnal par 


ents of the 700 eT lent} patients were: death f wing « vosy at 70 wears of age, 


death due to arteriosclerosis and kidney disease, de: lue to tumor of the kidney. 
death resulting from interstitial nes . another death terminating in dropesy at 


46 years of age, am ther deat} { j » nephritis ‘ere we to f ills analvze the inci 


den ¢ of ulcer and gastroenter tis. ete past personal histories of 
the asses even of the 300 and C did in thei the rough 


analvsis of the lwerature this remort would i yumi at least We 


are merely interested im the neurogen oie Wis fact th at if 


an epileptic patient suffers from abd gastrointes 


tinal tract, it does not mean that the sea in the abdomen 


at all times. We feel, that in a certain percentage of such cases, the origin of such 
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trouble is neurogenic and that if the abdominal spasms are to be stopped, the neural 
structures causing them should be reckoned with. General conditions which involve 
some of the fathers of the 300 cases analyzed were given as death due to gunshot 
wound at 44 years of age, also death due to malaria, and cancer unspecified, death 
due to syphilis, death due to internal hemorrhage, death following a fall from a 
building, death resulting from invalid at 73 years of age, and finally a death due to 
gangrene unspecihed, 

In the maternal grandmothers’ history only ove individual with fainting spells 
was presented. In the paternal grandmothers of the 300 epileptics one had Bright's 
disease, and another suffered from difficulty in concentration of attention. Five of 
the maternal aunts showed some conditions, while on the paternal side only two 


presented findings. In the former there was a history of epilepsy, suicide at the age 


of 18 years, hysteria, insanity due to alcoholism, mental disorder, and incorrigibility. 


Of the two paternal aunts who presented some findings, one died of Bright’s disease 
while another suffered from epilepsy. The paternal uncles of some of these patients 
showed epilepsy and imbecility in one, suicide in another, confinement to the 
Trenton State Hospital in a third, tuberculosis in a fourth, and finally, alcoholism in 
a fifth. The sister's child of one epileptic of the 300 cases also suffered from epilepsy 
while the son of one paternal uncle suffered from a spinal ailment and the child of 
a paternal aunt also had epileptic attacks. In our gastrointestinal syndrome cases no 
tracing through generations will be indulged in. If familial disease will be men- 
tioned as a probable cause it will be taken for granted that the direct or indirect 
effects of syphilis, tuberculosis, genital disease of the mother and alcoholism as well 
as insanity in the father, etc., etc., are referred to. If symptoms in addition to 
diseases had been recorded, migraine, and other types of headache, etc., would be 
added to the foregoing lists. 

One paternal cousin suffered from epilepsy, while of a number of maternal 
cousins, one died of epilepsy at the Skillman Institution, another first cousin had 
spells, and two other cousins of different epileptics taken from the 300 patients, also 
suffered from epileptic attacks. The following conditions were found in some of the 
brothers of the 300 epileptic patients: tuberculosis, death due to convulsions, death 
following infantile paralysis, death from marasmus at 6 months of age, suicide, 
death due to being crippled in the legs, incorrigibility and worthlessness, feeble- 
mindedness, epilepsy, death at one day of age caused by enlargement of the thymus, 
death at $2 years of age due to nervous prostration, tubercular(?), deaf mutism, and 
finally alcoholism. The paternal brother of one of the 300 patients suffered from fits 
while the records of the maternal sisters of three patients showed chorea in one, 
epilepsy in a second, and insanity in a third. 

In the sisters of 19 of the 300 epileptic patients the following conditions were 
recorded: epilepsy, feeblemindedness, mental defect with lisping and stuttering in 
all sisters. death due to a convulsion, suicide, illegitimate and tubercular, commu- 
nity problem, death due to galloping consumption, death due to cancer of the 


breast, nervousness associated with crying spells, death preceded by insanity, 
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syphilis, death from spinal meningitis, death due to sleeping sickness, death caused 
by marasmus. death due to goiter, deaf mutism, invalidity, and finally famting spells 
Although sleeping sickness is mentioned, catrapyramidal hereditary diseases, such 
as Huntington's Chorea, were noted to occur in almost no epileptic families, al- 
though Tay-Sachs and other forms of amaurotic family idiocies including Schilder’s 
disease were seen For this reason, even im our gastre intestinal aura cases we were 
so Outspoken in our position against Watts and Fulton's stressing of the extra 
pyramidal pathways. There seems to be only one avenue by which these experimen 
talists can extricate themselves from the extrapyramudal snare when so much clin 
ical data is against them. They can claim, and rightly so, that the areas which they 
stimulated did not produce extrapyramidal movements nor convulsions but gastro 
intestinal reactions alone, and that they were only interested in these. Only the 
extrapyramidal syndrome of athetosis is found with both gastrointestinal phenom 
ena and convulsions in the same individuals 

In the paternal grandfathers of five of the 300 epileptic patients, epilepsy was 
found in one, a second died ot tuber: ulosis, a third was an alcoholic, while a fourth 
committed suicide, and a fifth was insane. Four of the maternal grandfathers of the 
300 epileptics showed the findings of neurosis, alcoholism. tuberculosis, and finally 
death due to a stroke. It should be pointed out that in the above rather distant 
relatives, although a strenuous effort was made to contact all the possible members 
of the family tree, it is conceivable that in a number of cases conditions interfered 
with accomplishing this. The above material illustrates the differences between con 
tagious as well as infectious familial diseases as seen in the brothers and sisters of 
epileptics and the purely heredofamilial conditions such as Huntington's chorea, 
Thomsen’s disease, Tay-Sachs disease, Schilder’s and similar amaurotic diseases, 
hepatolenticular conditions, etc., etc., etc. which can be observed in even distant 
relatives and in which no direct contact such as living in the same house is necessary 
for transmission of the disease 

Finally, in the family histories of the 300 epileptics we note that in seven ind 
viduals out of so many cases, findings pointing to involvement of the nervous sys 
tem in the patient's maternal grandmother were recorded. A similar number of 
items were also observed in the patient’s paternal grandmother. In the former 
instance one great grandmother died at the age of 73 from cancer, another had faint- 
ing spells, a third suffered from tuberculosis, a fourth was an epileptic, a fifth suf- 
fered from an enlarged thyroid gland, a sixth died of a stroke, and finally a seventh 
suffered from very severe headaches. In the instances of the fathers’ grandmother 
the following were the findings in seven of the 300 epileptic patients: one died of 
tuberculosis, a second suffered from insanity, a third was a suicide at the age of 30 
years, a fourth suffered from syphilis, a fifth also had the above ailment, a sixth was 
a diabetic at 65 years of age, and a seventh suffered from very severe headaches 
throughout her life. On a previous occasion we remarked about the various factors 
which influenced the progress in epilepsy during the last fifty years. The discovery 


of the x-ray, the isolation of the tubercle bacillus and of the treponema pallida as 
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well as the clinical descriptions of the various forms of hereditary nervous and men- 


tal diseases, all played a part in the evolution of the actual causes of’ symptomatic 


forms of epilepsy. In the above are included alcohol and brain trauma. We know 
that the reader is familiar with such influences and he can gather from the admis- 
sion case history records, which were collected in the past fifty years, that the 
march of progress was mirrored even in the wording of the assigned causes. For 
this reason we made no changes in the data. 

Before embarking upon the neurological findings of some of the 300 patients 
we wish to emphasize a number of points. In our efforts on behalf of the neurology 
of epilepsy in over a decade of joint activity and publication we feel that we have 
invariably overstressed the findings in the pyramidal and spinothalamic tracts as 
compared with those in the corticothalamomammillary and related systems. In all 
of our publications to which the reader has been referred we have repeatedly pre- 
sented numerous findings in the former system and in doing so have stressed the 
excellent work of Henry Head upon cortical neurology. In doing the above we feel 
that although we have constantly referred to the emphasis by Muskens, Gowers and 
Brown-Sequard who stressed segmental sensory changes, and various other features 
found in the routine neurological examinations of patients, we might have been 
neglecting the diencephalic regions. We have also referred repeatedly to the excel- 
lent work of Hodskins and Yakovlev upon neurosomatic deterioration in epilepsy. At 
this point we haven't the space to refer to the details of extensive elaborations of 
the above fields as we did particularly in our special paper (Pigott, Weingrow and 
Fitch 1939 to 1940). In spite of the fact we were disappointed with the setback that 
epilepsy suffered because of the failure of some epileptologists to pay attention to 
certain neurological features in epilepsy, we nevertheless feel guilty ourselves be- 
cause of our own neglect along certain of the above lines. We have done a gross 
injustice to the frontoparietotemporooccipitopontine pathways. The connection be- 
tween these and the red nucleus and cerebellum presents an anatomical problem in 
which tremendous progress has been made in the last two decades particularly 
through the efforts of Mussen, Larsell, Reilly and others who stressed the ideas of 
Meynert, Munk and Ziehen. We realize that we might have connected our clinical 
data of the past ten years with those of the above authors. Of particular relevance 
is the relation of the subthalamus and other parts of the diencephalon to the tracts 
involved in the crossed variety of corticocerebellar hemiatrophy. In presenting our 
cases we will therefore stress this without burdening our bibliography and without 
straying from the scheme of backing the physiologic basis of corticodiencephalic 
function with clinical data. 

We must confess that throughout this ten year period we have taken our 
material from the literature and repeatedly referred to the lack of neurological find- 
ings, after obtaining our data from the summaries of Lennox and Cobb (1929). 
Throughout that time, however, we knew, that besides the work of Gowers and 
others to whom we referred, there was a wealth of clinical neurologic material in 
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epilepsy. True enough, this material cannot always be classed under the heading 
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of idiopathic epilepsy, and, for this reason Lennox and Cobb desisted from referring 
to this literature. In reference to the above we have particularly in mind the work 
of L. Pierce Clark (1900). In his monograph on the subject of chowal studies m 
epilepsy, Clark discusses exhaustion paralysis in epilepsy, paramyocionus, mult 
plex associated with epilepsy, and hypertrophic infantile cerebral palsy and phoco 
melus associated with chronic convulsions. The last mentioned subject we will pre 
sent indirectly when we offer the neurological findings of the 300 cases of epilepsy 

\s far as this subject is concerned we can state that we have elaborate lv referred 
tO 1 in past public ations. It is the first subject of the above hat that mw, exhaustion 
paraly epilepsy, that we feel rather espex tally guiltw about. It is a subject con 
cerned with the problem of tonus, neure clect rot hy and then 
relations to the phenomena of motions and problems dealing with the tome and 
clonic features of the epileptic attack. In our experience with, and particularly im 
going over the record of 5,000 epileptics, we have noticed this anatomically and 
physiologically puzzling phenomenon of exhaustion paralysis rather often. There 
are many similar phenomena in epilepsy which need interpretation. Proper explana 

tion of most of these depends upon a practical knowledge of neuroanatomy and 
nevroembrvology. Although we have in this paper offered an extensive neuro 
anatomical literature particularly taken from Kappers we did not delve into the 
theories of the outgrowth of the neurone. Every neuroanatomist is familiar with the 
chemical, electrical and mechanical theories of the modern neuroembrvologists and 
particularly with the work of Cajal, Kappers, His, Harrison, Weiss, Detrweiler and 
Coghill. By their experiments with explants they have established the neurone as 
the unit. Their ideas apply to the anatomy which we presented since our construc 

tions involve nerve tracts We credited Ry actt with the neurotopogray hw bk cellular 
concept. It may be that such a concept, simple though it be, might explain why 
transplanted extremities or parts of the same continue growing because of a concen 

trated central homogeneous topographically bicellular series of tracts subserving all 
functions. It should, because of the presentation of the nervous system as a pro 
gressively organized topographically paucocellular structure, simplify neuro- 
physiological concepts. Fatigue as connected with acetylcholine and other chemical 
concentrations can therefore be looked upon through the eves of the cvtologist and 


experimental bioelectric neurophysiologist 


We feel that this exhaustion paralysis and similar phenomena might be classed 
as belonging to the corticothalamomammillomesencephalic system just as much as 
to the final common pathway and thus be subject to chemical and electrical influ 
ences. That symptoms similar to this condition occur in the syndromes which we 
intend to present with our gastrointestinal cases may be seen in the following 
Manifestation of paralysis in both extremities or contractions in the musculature of 
the same before and after attacks, whether the same are accompanied by autonomx 
manifestations or not, whether the same have generalized or Jacksonian seizures or 


not, has been noted. Not only paralysis of one extremity but of two or three, of 
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tightening of facial or abdominal muscles has been noted to occur in relation to the 
epileptic attack rather frequently in gastrointestinal syndrome cases. 


If the reader refers to the list of consecutive aurae which we presented pre- 
viously, he will find the following isolated but definitely focal symptoms preceding 
the serzure, which, though not exactly motor or paralytic, are nevertheless important 


in the aforementioned connection. Thus, (35)-gastric and ery, (77)-choking and 
feeling of pin and needle sensation in the right hand, (98)-choking sensation, (110) 
(112)-choking sensation, (124)-grinding of the teeth, (132)-nervous sensation 
about the lips, (177)-chewing of the mouth, (196)-choking in the throat, all refer 
to unilateral or bilateral focal reactions. The above data, although indicating that 
there is definite evidence of bilateral activity of certain musculatures which cannot 
be localized in one side, must nevertheless have a definite representation particu- 
larly since they are not simultaneous with the convulsion. There are, however, other 
evidences of not only bilateral but particularly unilateral phenomena such as paraly- 
sis after a fit. These, when associated with a convulsion and particularly when the 
same is preceded by an aura pointing to the gastrointestinal tract, are significant 
since they involve the problem of tonus and certain physiological principles which 
have as yet not been cleared up, although epileptologists have had their interests 
drawn in that direction. The following gastrointestinal aurae contain such phe- 
nomena, and we refer the reader to a continuation of our list in the following: 
(202)-asks for water and paralysis partial of the left arm is associated with the con- 
vulsion, (254)-drawing of the mouth and numbness, (270)-pains in the stomach 
and the muscles of the stomach contract, also pain in the chest, (295)-tightening and 
jumping of nerves throughout the stomach and chest. We could have selected many 
other cases dealing with the subject of exhaustion paralysis as taken from our col- 
lection of 5.000 cases but we wanted to confine ourselves to gastrointestinal ma- 
terial exclusively since the case descriptions of the syndrome groups will shed some 
light on the subject. 

In our anatomical descriptions we dwelt at length upon the mammillothalamic 
system. We took the pains of giving a bird’s-eye view of this system to show that 
its floor in particular contains a great many structures in which there are fibres 
crossing from one cerebral hemisphere to another. Although we repeatedly hov- 
ered between polygon, polyhedron, body of the basket, its handle and tripod, we 
were essentially anxious to emphasize the importance of the diencephalon as a con- 
tinuation of the brain stem, as an interhemispheric structure and particularly as a 
center for the modification of autonomic afferent and efferent impulses. Whether it 
has a great deal to do with the tonic phase of the convulsion or not we are reticent in 
committing ourselves, The diencephalon is however the seat of the largest auto- 
nomic ganglion, i.c., the thalamus and as such it may be responsible for faugue 
phenomena, somnolence, body temperature and (as Stavraky so ably championed) 
the regulation of the entire cardiovascular circulatory mechanism. We emphasized 
the anatomy of the base of the brain because for many years we have been observ- 
ing cases of paralyses in the lower extremities in the form of paraplegia associated 
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with convulsions. We felt that there must be some other structure im the brain than 
the corpus callosum which would produce such a condition. Anyone with even a 
slight neurological training will see that a region confined to one cerebral hemi- 
sphere will not produce a paraplegia in the present scheme of neuroanatome basis 
of clinical examination. The diencephalic and telencephalic regions at the base of 
the cerebrum have suffered a peculiar injustiwe particularly at the bands of some 
textbook writers. The red nucleus of the genus home has inv ariably been paced in 
the mesencephalic region although it is well known that part of it belongs in the 
basis cerebri. Decussational and commissural fibres in that weinty coukd easily 
give crossed paralysis and even a paraplegic syndrome. Another structure which 
might give bilateral motor disturbances is the anterior commissure, It i situated in 
front of the third ventricle and comes in close contact with the preopticomammullary 
pathways. Over fifty per cent of our pneumoencephalographed patients (300) show 
a dilated third ventricle. This could produce many syndrome combinations m a 
region so somatotopic as the diencephalon. Aside from the paraplegias which we 
saw we also invariably noticed cases of crossed paralyses which were not of the 
mesencephalic type. For this reason we felt that the diencephalon, because of its 
commissural and decussational contents, could produce such combinations of lesions 
and the patient would at the same time suffer from grand mal epileptic attacks in 
addition to gastrointestinal symptoms. We therefore presented a detailed quotation 
from Ingram dealing with the mammillary peduncle. Although for many years we 
have had inclinations to pick some of these syndromes and describe them in the 
literature, we have been too busy with other problems in epilepsy. If such lesions 
or sets of lesions occur, it stands to reason that a paraplegia characterized as an ex 
haustion paralysis could be due to some physiological change in the diencephalon 
or in a portion of the corticothalamomammillomesencephalic system. What has 
been said above in regard to paralysis can also be said in regard to the segmental 
sensory changes which have been repeatedly reported in the literature and empha 
sized by such outstanding authorities as Gowers, Brown-Sequard, Oppenheim, 
Muskens and many others. For those who abhor to hear that anything in the way of 
positive neurological findings have been observed in idiopathic cases it might be 
well to add that the above authorities did find such positive clinical material in the 
so-called essential epileptic. A lot more could be considered under that heading if 
postparoxysmal positive Babinski and other reflexes are added. 

Since this problem of exhaustion paralysis is so common in epilepsy, and par- 
ticularly since, so many functions associated with the gastrointestinal tract such as 
chewing, swallowing, urination, defecation, somnolence, salivation point towards an 
involvement of the corticothalamomammillary system instead of the pyramidal 
system, we feel that the diencephalon, particularly its floor, has a definite somato 
topic localization. This has been shown to be true by Sherrington and other workers 
who feel that tonus is located in this region and that in respect to this function of 
tonus the entire body is represented. We can therefore see that the bioelectric as well 


as biochemical phenomena associated with fatigue incidental to exhaustion states 
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could be the agents responsible for a paralysis of the hypertonic and hypotonic 
types. Action potentials, nerve conduction phenomena, etc., are dependent upon 


blood concentrations of acetylcholine. Motion and muscle strength are dependent 
upon electrical activity particularly in cellular ganglion elements which are abun- 
dant in the diencephalon. This would mean that chemical and electrical bioneural 
changes could produce paralysis on the basis of fatigue only if this phenomenon is 
due to it. It is however unreasonable to assume that only a few jerking activities 
would induce a focal fatigue lasting days. Only in familial periodic paralysis, and 
in multiple sclerosis, as well as in myasthenia gravis, is this phenomenon encoun- 
tered, but only in the first condition does it seem to be clear cut. In none of the above 
diseases does it follow a convulsive episode. That hypertonicity or hypotonicity, 
manifesting themselves in the form of paralyses of various nerves, would follow 
an epileptic attack, because even of a small lesion within the corticothalamomam- 
millary system particularly in mammillary portions and associated localities, is 
evident. We purposely steer away from the hybrid term palsy which means nothing 
but which is still used in some circles to mean anything and everything. That such 
paralytic phenomena could also be accompanied by isolated cranial nerve involve- 
ment is logical in view of the fact that fibres extend from the nuclei of the cranial 
nerve within the brain stem to the floor of the diencephalon. One of us (Weingrow), 
who has favored the extension of efanial nerve representation into the diencephalon 
and has done some work on head movements in general, feels that the diencephalon 
is just as important as‘the brain stem in the above respects. In all our previous pub- 
lications we concentrated upon the above ideas in the neurological examinations of 
epileptic patients suffering from corticodiencephalic and diencephalocortical lesions. 
We invariably emphasized the teachings of Henry Head on sensory fatigue and the 
influence of the thalamus in that respect. One of us (Weingrow) claims that, in the 
few cases of myasthenia gravis that he has seen, he noticed sensory fatigue in addi- 
tion to motor fatigue. Such ideas, revolutionary though they be, seem to point in the 
direction of Rosett, i.c., that fundamentally there is little difference between motion 
and sensation. Maybe the central excitatory state consists of a bioelectric fluid me- 
dium that is common to sensation and motion and the thalamus is one of its 
sources, particularly since it seems to be connected with almost everything that goes 
on in the nervous system. 


To save further elaboration upon this subject of exhaustion paralysis and para- 
plegia of diencephalic origin we will quote directly from the work of L. P. Clark 
(1900) and we leave it to the reader who is interested in following this problem to 
use the references that this authority presents on this most interesting subject. The 
reader will see that this subject is intimately connected with the paralysis which we 
will subsequently enumerate in association with the 300 cases of epilepsy: the first 
quotation from Clark follows: “It would appear that Audry, Thouret and Saillaut, 
in the 18th century, had noticed the phenomenon of transitory paralysis following 
epilepsy. The data are not acceptable either in the original or at second hand. A 
third observer, Perebroom, records the same fact in connection with puerperal 
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eclampsia in his own wife. These facts were not known by Bravais. Coming to the 
present century we find a case recorded as carly as 1818 by Blaud, several years 
before Bravais’ work was published. No neurologist appears to have noticed that 
that term epdeprie hemiplegique used by Bravais, has no reference to paralysis but 
simply denotes the lateral character of the convulsion. Todd, on the other hand, in 
his term Aemiplegic epilepsy, refers to that form of convulsion followed by paralysis, 
This discrepancy has produced no little confusion in the mind of subsequent writers.” 
It is unfortunate that L. P. Clark who had written so ably and extensively on the 
psychic side of epilepsy did not do likewise on the neurological findings in this field. 
He might have expended the ideas on neurosomatic deterioration in epilepsy. There 
is just as much clinical data in the last mentioned as in exhaustion paralysis phe- 
nomena, Neurosomatic deterioration presents problems that are combinations off 
Parkinson rigidity without tremor, pseudobulbar symptoms as well as those which 
one encounters in aphasia. The psychologist and some psychiatrists observing the 
neurological picture of neurosomatic deterioration are often so perplexed by the] 
above combinations that they not infrequently label as mentally deficient a good 
percentage of the patients who don't respond because of aphasic and fatigue states 

The following quotation from Clark continues with the historical data on the 


subject“... but Bravais was well aware of the paralysis as an accident in unilateral 


epilepsy, and records at least one case (cited by Dutil).” After showing that Dutil J 


was the second observer to record this condition, Clark continues as follows 
" . although Todd taught his views much earlier, they were not published until 
later. During this 6th decade Russell in England and Robertson in Scotland each 
reported several cases, and the latter professed allegiance to the ideas of Todd. In 
France about this time Fere was in charge of the Salpetriére and accordingly Fere 
recorded temporary paraplegia after epilepsy, but the date and reference are not 
given. In America during the sixties Echeverria was aware of postepileptic tem 
porary paralysis and there is every reason to believe that he was an independent 
authority because he had before 1870 (date of his work) kept records of 306 cases 


of paralysis in epilepsy, six of which were transitory.” 


Clark continues with his historical data on the subject of transitory or ex- 
haustion paralysis “ ... in France, Charcot or rather his junior, Pitres, was equally 
industrious in observing and collecting cases, and in making experiments which 
appear to prove the exhaustion theory. In Germany, Hitzig and Griesinger reported 
isolated cases. (An outstanding feature about exhaustion paralysis is that in most 
instances there is no exhaustion connected with it nor is there enough exertion to 
produce fatigue. We are therefore dealing with periodic, temporary, postparoays- 
mal paralysis of a focal type. It might even be called a Bravais or Jacksonian paral- 
ysis. The periodicity features gives it, if it is not a fatigue phenomenon, a diencephal- 
ic characteristic. Periodic phenomena be they migraine, menstruation, coma due to 
meningeal bleeding or the periodic clinical signs of multiple sclerosis seem to have 
an autonomic neurogenic factor. It seems therefore not unlikely that the autonomic 
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operates in this exhaustion focal paralysis either by a local hyperemia ischemia or 
by a cerebrospinal fluid collection.) 

“At the beginning of the eighties Jackson wrote his elaborate theoretical paper 
which probably gave considerable impetus to the study of the subject. Gowers gave 
much attention to the postparoxysmal form in epilepsy and took exception to 
Jackson's (relative diffusion) theory; he also introduced the idea of inhibitory 
paralysis to explain attacks where paralysis appears to replace convulsions.” 


With regard to the possible causation of the paralysis that follows a convulsion, 
Clark presents the following: “Jaccoud as far back as 1864 decided that all paral 
ysis is essentially exhaustive, dependent upon overexcitation. He cites exper ments 
which cover all the ground excepting that afterwards determined by Franck (super- 
excitation of the cortex), that is, he showed that electric excitation of all nervous 
tissue, aside from the cerebrum, will produce exhaustion, respectively of vasomotor 
nerves, peripheral nerves, spinal centers. Hence it would seem that experimentally 
there is nothing more to be done. However, Jaccoud had especially in mind reflex 
paraplegia, from the clinical standpoint, and does not apply this theory to subjects 
like epileptic temporary paralysis.” 

Clark elaborated upon the subject of hysteria and gave extensive references 
to the literature dealing with it as a factor in the evolution of this paralysis. In 
another place in his monograph he dweils at length on the subject of periodic 
paralysis in relation to the’phenomenon of exhaustion. 

Whether Clark knew that in mentioning the term periodw paralysis he was 
touching on a neurologic hornet’s nest and brought upon himself the invitation to 
explain a number of other neurologic syndromes, is not evident. It may be that 


Clark was rather wary about the differential diagnosis of neurologic data such as 


paralysis in epileptics. Every epileptologist has a tendency to be cautious when 
dealing with clinical neurologic material in epileptics, fearing, that this might cause 
a furore among workers who are fond of terms such as idiopathic, symptomatic, 
essential, etc., etc., and that he might be accused of harboring a notion of solving 
all etiologies of epilepsy by introducing heretofore unaccepted clinical neurologic 
findings. We have shown this to be the case with positive findings in all realms of 
neurologic routine tests in our cases but we invariably fortified ourselves with refer- 
ences to the literature. It is not clear whether Clark meant to connect exhaustion 
paralysis with the familiar condition of familial periodic paralysis. At any rate, he 
was not clear on this subject. If, however, both of these conditions are interrelated 
they could be construed as being produced by some physiological or pathological 
change in the corticomammillary and periventricular systems. Many other similar 
conditions and diseases that have gone for centuries without a proper localization 
within the cerebrum could be explained by anatomical and physiological data such 
as we have been laboring with in our detailed descriptions of the anatomical dys- 
morphous polyhedron when we offered a bird's-eye view description of the dien- 
cephalic and telencephalic portions of the cerebrum which is intimately connected 
with the corticothalamomammillomesencephalic pathway. Not only such conditions 
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but diseases like myasthenia gravis and similar syndromes associated with en- 
cephalitis could be connected with such a combination of theories that Clark merely 
tripped upon, not realizing that he was touching off a spark that might lead to a 
great neurological conflagration. In Figure 6 (Fitch, Pigott and Weingrow 1939) 
we see a myastheniw-like facies in an epileptic. The last mentioned author recently 
performed a pneumoencephalogram upon one of his private cases which was 
questionably diagnosed myasthenia gravis in which there was evidence of possible 
involvement of the diencephalon in addition to possible changes in the cingulate 
and other portions of the cerebral cortical autonomic. He does not advise that this 
test be repeated too often in cases of myasthenia and in individuals with bulbar 
paralysis because the cardiac musculature is hardly amenable to strains upon it in 
the course of the procedure. The above digression teaches us however that the 


diencephalon of epileptics as seen in the above illustration and in others holds- 


some hope of lesion localization. In Figure 8 of the paper referred to above we see 


a patient with paralysis of all extraocular muscles and epilepsy and in spite of the 
above presenting a rather normal pneumoencephalogram (Fitch and Pigott). The 
extremities of this patient were negative. Older writers (Foville) would be tempted 


to place such a lesion in the formatio reticularis of the brain stem. We have shown 
(Pike, Notkin, Coombs and Weingrow) that this is unlikely. What is left for such 
a case of bilateral cranial nerve involvement with epilepsy is therefore the 
diencephalon. 

We will not linger further on this subject but proceed to present a quotation by 
Clark to show that ail these theories cited above are beginning to give way to a 
physiological explanation of this phenomenon on a bicelectric basis: 

“Again, Higier describes a case of periodic paralysis not consecutive to con- 
vulsions. He refers to the experiments of Sherrington (1893) and Mislawski (1898) 
to the effect that, if a given portion of the cerebral cortex is electrically excited, some 
muscles act spasmodically while others are relaxed; if flexors contract, the opposing 
extensors are relaxed. He therefore concludes that tf the intensity of the cortical 
irritant is of low degree, paralysis may result instead of convulsions. This may, in 
fact, be demonstrated in part by experiments.” 

The reader is referred to the paper by Clark for further elaboration on the 
subject of exhaustion paraplegia, monoplegia, hemiplegia, paralysis of the ab- 
dominal muscles due to exhaustion and other phenomena which deal with the 
subject of neurological sequelae of an epileptic attack and their explanation. It 
seems most of these fall into the group of data which we showed by referring to 
our gastrointestinal aurae which were associated with periodic exhaustion paralysis 
after attacks, before we began our reference to Clark. As neurologists we might 
feel qualified to discuss paralysis in general, but when it becomes complicated by 
neurophysiologic principles it gets out of our realm. Periodic paralysis is seen in 
diseases under that name and in multiple sclerosis. In such conditions it is not 
accompanied by convulsive phenomena that lead to exhaustion of the neural or 
muscular elements. In status epilepticus we see exhaustion causing cardiac cessa- 
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tion. It is therefore not unlikely that such processes might affect viscera and even 
metabolism and be responsible for internal chemical changes that one epileptologist 
finds and another denies. From a practical standpoint such paralyses exist, but 
are they of focal diagnostic value? That all of the data which we presented in the 
above connection are related to exhaustion paralysis may be seen from the follow- 
ing quotation by Clark: “Occasionally there is partial loss of speech especially 
after right-sided seizures, often associated with right-sided weakness (as in per- 
manent aphasia with right hemiplegia). This loss of speech may occur without 
weakness, especially after slight fits beginning in the face.” At this point and be- 
fore presenting the historical data on the 300 cases in which hemiplegias are dealt 
with, it is important that we impress the reader with the fact that items such as the 
last mentioned one, could be picked from our 5,000 cases and shown to be present 
m at least over | per cent of epileptic individuals at one or another time in their 
lives. Prior to direct quotation from Clark we spoke of temporary paralysis as 
beimg of diencephalic origin. The exhaustion paralysis is really not a paralysis. It 
is more an exhaustion, or fatigue, or loss of tone or loss of muscle strength. In this 
respect it resembles a myasthenic state. As such it can be conceived as diencephalic, 
as in myasthenia gravis. Moreover, by diencephalic we often mean thalamic. In 
the thalamic syndrome we often encounter flaccidity and paralysis and loss of 
tone. This does not have to be due to interference with the thalamostriate connec- 
tions but can come from the thalamorubral and rubrodentate system. The flaccidity 
of the extremities in cerebellar disease is also through the same*mechanism. The 
reader will therefore note that our title, corticodiencephalic, is a very encompassing 
term, and that there are many thalamic syndromes will be seen from our cases. 

We were rather reticent about dragging in other subjects, that is, the subjects 
of postparoxysmal paralysis and postparoxysmal aphasia, and other phenomena 
that are interrelated and occur after a fit, but as the reader will see, we could not 
help ourselves, because some of these are rather common in not only epileptic 
seizures but also convulsions from various origins. These are therefore intimately 
connected with the neurogenic control of the gastrointestinal tract when it is upset, 
not only by the irritative processes as seen when a gastrointestinal as well as urinary 
aura precede the attack, but also in general convulsions, The reader will therefore 
realize that we were faced with a problem which involved not only the spinothala- 
mic and pyramidal pathways that might be concerned with neurogenic control of 
gastrointestinal and urinary function, but with one which especially involved the 
corticothalamomammillary system. We have therefore the above problem in addi- 
tion to the literature on the trophic fibre connections which, as we have shown by 
the references in Archambault and Fromm, indicates that trophic phenomena are 
also localized in the corticothalamomammillary and related systems. It is particu- 
larly with reference to the extensive literature shown by Archambault and Fromm 
that the diencephalic portion of the mammillothalamic tract was held under sus- 
picion as containing trophic centers particularly situated around ependymal gray 
matter of the third ventricle, that of the aqueduct of Sylvius and other neighboring 
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places. With the periodicity, and the multiple combinations of the various types of 
so-called exhaustion paraly particularly of the paraplegn type, it evident that 
the diencephalon seems the most likely place for the localization of such paralyses 
Just as the mammillothalamic system can be expanded, because of its fibre connec- 
tions in the mammillary region and in the thalamus, so can the spinothalamic 
system. Spiegel and others concentrated on those spinothalamic fibres (crossed and 
uncrossed) that carry pain impulses. From the types of gastrointestinal aurac, we 
can see that the spinothalamic fibres from the posterior columns, implicating the 
rubrothalamic through the dentorubral aystem, could also be included in the term 
“interrupted” S$} inothalamic. Thus sensations such as pressure vibrations and con 
structions in the epigastrium would be carried in the last mentioned pathways 
rather than in those stressed by Spiegel and other investigators to which he refers 
In giving a detailed account of the anatomy of the dorsal thalamus we have there 
fove served all schools, 

Instead of the term exhaustion paralysis it seems to us that it might be better 
were we to employ a different term since it is as yet uncertain as to whether fatigue, 
chemicals, or bioelectric processes are responsible for this type of periodic paralysis, 
aphasia, paraplegia, etc., etc, For this reason we propose the term of postparoxys 
mal periodic paralysis. In order to show that this form of paralysis is not unlikely 
to occur in the cases of epilepsy that have gastromtestinal and other autonomic 
aurae, and furthermore that various combinations of paralysis of the crossed and 
uncrossed type as well as of the paraplegic type exist in a rather large percentage 
of epileptics, we present the incidence of motor and muscle strength disturbances 


in 300 cases whose histories have been studied in detail. 


Paralysis of the nonexhaustion type occurred not infrequently. From the above 
situation, from the admission records of the 300 cases which we are analyzing, one 
might be disappointed if one looks merely for the time paralysis in the records, 
If the records of the examination is analyzed for items such as disturbances in gait, 
deformities, spasticities, gait defects, and strabismus, one will find an appreciable 
amount of material. In the cases referred to, we have noticed complete paralysis 
occurring in three places on the left side of the body. One of the patients also shows 
a complete paralysis of the left side of the body. One of the patients shows a paral- 
ysis of the spinal region. 

One of the patients shows a crossed paralysis involving the right arm and the 
left leg. Another patient shows generalized muscular rigidity. In three patients 
there were involvements and deformities on paralysis in the cranial nerves, No 
specification was made as to whether the paralysis was of the pyramidal or of the 
extrapyramidal variety. Some of it might have been of the reflex variety, Le., due 
to hypertonia with exaggerated reflexes. There is a great deal of this type of “palsy” 
in institutional epileptics. It is called Little's disease and goes under the heading 
of various names. The relationship between the reflex type of movement and the 
regular orthodox type of movement we do not know. Some authorities such as 


R. Lorente de No call nystagmus an alternating reflex related to the scratch reflex, 
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Nystagmus differs little from palatal myoclonus which many authorities class under 
abnormal involuntary movements. 

In each instance partial paralysis is associated with deformities of parts of the 
body. In eight patients one extremity was involved. In the seven remaining, two 
extremities were affected. Out of the first eight patients who presented deformities 
associated with paralysis of one extremity this affected the right side in four cases 
and the left in the rest. Those who showed disturbances on the right side showed 
the following characteristics. A shuffling of the right leg was present in one patient. 
A second patient showed an external rotation of the right leg. A third patient 
showed a foreshortened arch of the right foot while a fourth patient had a talipes 
varus of the right side. The patients who showed involvements in the left lower 
extremity were characterized by the following defects. One patient walked with his 
body leaning on the ball on his left foot. A third patient suffered from a slight 
spasticity of the left lower extremity, while a fourth individual had a contracture 
of his left leg. Three patients who suffered from involvements of both lower ex- 
tremities were described in the following ways. One patient was said to have a 
spastic gait. A second patient was described as creeping instead of walking, because 
of deformed feet, while a third patient was said to have a shuffling gait. The last 
four cases that were said to be paraplegic were described in the following way. One 
patient was said to walk with his feet spread widely apart. A second patient was 
said to have a bilateral congenital paraplegia. A third patient was said to suffer 
from a flaccidity of the lower limbs while a fourth one, was said to have an unsteady 
gait and described as dragging of his feet in walking. 

Aside from the above data, various types of deformities were present some of 
them affecting the spinal column in eleven patients. Strabismus was present in three 
patients. Besides actual paralyses there were reflex disturbances which pointed to 
a possible existence of some form of paralysis or change in muscle tone. Muskens 
has developed the intimate relationship between reflex reactions and epileptic 
myoclonic responses. Stanley Cobb illustrated the bioelectric mechanisms operating 
in these. The clonic responses seen in such seemingly simple phenomena as ankle 
clonus and patellar clonus still lack fundamental physiological facts. R. Lorente de 
No and Barany have however contributed much by their work upon nystagmus. 
From the experiments connected with this one sees in the reflex mechanism an 
active component and a passive one. All the neural structures between the former 
and the latter, consisting of the internuncials, seem to serve as modifiers of the 
relationships between the first and the second components. Thus the tonic phase 
consists of, as shown by Muskens and Cobb, a prongation of the active phase. 
Muscle strength might also be placed in this category. To what extent gastroin- 
testinal muscle tone enters into the above is a problem for future workers. Reflex 
clonus was present in four patients. The Babinski, Oppenheim, Gordon and Chad- 
dock reflexes were positive in nine patients individually. The abdominal reflexes 
were affected in one case, while in six other patients the tendon reflexes were var- 
iously involved. Although no mention was made of the Hoffman and Kernig signs 
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there is no doubt that some of these signs as well as the sign of Romberg and others 
were positive. We have observed the groups of scratch reflex reactions in epileptics 
but have reserved comment for the reason that we are at present unable to express 
opimons with regard to such metaphysical problems as relate reflex to motion. We 
feel that this has been a little overdone in epilepsy. Muskens has written a whole 
volume on myoclonic shock reflexes and has concentrated upon the mechanism of 
“reflex after discharge”. Yet few have referred to him. Even though Musken's orig- 
inal ideas were obtained from his experience with the vestibular pathways and with 
the closed circuits connected with reticular functioning we see very little in the litera- 
ture emanating from workers with the above structures who might comment upon 
myoclonic shock reflexes. If this has been done, it hasn’t been circulated enough 
to attract our attention. 

A number of authorities have written on the appearance of abnormal reflexes 
which occur after a fit. Such reflexes seem to be present in individuals who do not 
show them independent of fits. Whether these might be explained on the basis of 
exhaustion or not is an interesting problem. It stands to reason that a pupillary 
reaction might become fatigued due to repeated contraction during a fit. Although 
many outstanding authorities such as Gowers and Oppenheim and others have 
written on abnormal reflexes in epilepsy, no one seems to have concentrated upon 
it in relation to paralysis of all types which occur in epileptic patients. If this were 
done the problem of exhaustion paralyses might be solved. 

We introduced the data upon the motor disturbances of the gastrointestinal 
tract by presenting the literature on the above subject in epilepsy up to the year 
1929, as analyzed by Lennox and Cobb. The analysis of material dealing with dis 
turbances in motion and tone of the gastrointestinal musculature in epilepsy was 
rather extensive. Although many authorities were cited in that particular analysis, 
it was shown that very little attention was paid to the tracts within the brain and 
the spinal cord which carried impulses that mediated the above functions in the 
normal individual. Not only was the normal insufficiently stressed but the lesions 
within the brain of epileptics that might produce abnormalities in gastrointestinal 
functions were completely overlooked. The excuse for the complete omission of the 
above was emphasized in the subsequent portions of this paper. The reasons were 
given in the analysis of the literature by Donal Sheehan and Watts and Fulton 
respectively. It was shown by the last mentioned authors that even in the nonep- 
ileptic the cortical nerve center and tract background controlling gastrointestinal 
functions were far from definitely established. Although we have repeatedly re- 
ferred to the substantia reticularis, to the medial and posterior longitudinal fascicu- 
lus, to the tract of Darkschewitsch and the related structures as connected to the 
mammillothalamic system, and to the extrapyramidal pathways by collateral fibres, 
we hesitate to repeat the same in relation to the Watts and Fulton hypothesis that 
gastrointestinal function operates particularly through the last mentioned channels. 
It is, however, not unlikely that Fulton especially, might have been responsible for 


such leanings towards the internuncial and rhythmic reflex structures. If the last 
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mentioned statement be true and the neurogenic gastrointestinal central centers 
operate along such mechanisms, then the problems of cortical reciprocal innervation 


which faced them, could be explained on the basis of passive inhibition as proposed 


by R. Lorente de No for the vestibuloocular reflex arc (1933). It remains therefore 
for us to be among the first to present especially chosen and worked-up clinical 
material in epilepsy, which would show that, in patients suffering from gastroin- 
testinal aurae preceding the convulsion, there are definite brain diseases which are 
responsible for the former as well as the latter. We intend to embark upon the above 
mentioned project in the form of group syndromes into which we will segregate 
special cases which suffer from aurae of abdominal pain, vomiting, nausea, as well 
as other gastrointestinal complaints. We will not only give the number of cases in 
each group, but will also analyze a number of individual case records, and where- 
ever data upon pneumoencephalograms and subdural air studies are available we 
shall also include them. The effects of carotid sinus compression and special seizure 
records will be added when available. Before entering upon the first group syn- 
drome which deals with abdominal pain, we will present two outstanding cases in 
which the clinical as well as x-ray findings of gastrointestinal disturbances are 
described in detail, We are doing so mainly because we wish to impress the reader 
with the fact that an aura referring to the gastrointestinal tract, no matter how 
insignificant, might be accompanied by contractions or dilatations of the stomach 
and of the small as well as the large intestines. Not only might an aura, particularly 
one which is associated with nausea or vomiting, indicate dysfunction of the above 
muscular structures but of the gastrointestinal sphincters and of mucosa as well. 


To be ontinued) 
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CHAPTER ACTIVITIES 


Ancentina Cuarrer 

At a meeting of the Argentina Chapter of the National Gastroenterologwal 
Association the following officers were elected for the year 1950-1951: President, 
Dr. Oscar Cames: Vice-President. Dr. Juan Cortes; Secretary-General, Dr. Lac 
ano M. Torres: Treasurer, Dr. Oscar Pardo; Secretary, Dr. Daniel Gorn; Secre 
tary in charge of publications, Dr. Norberto Baravalle; Members of the bxecutive 
Board. Dr. Ricardo Delgado, Dr. Antonio Manzoni, Dr. Atilio Rossi and Dt 
Jose Aused Callau. 


New Jeasey Carrer 

The New Jersey Chay tet of the National Castroenterologn al A sacx tation held 
a business meeting at the Berkeles Carteret Hk tel in Asbury Park, NX ] on Sun 
day, 11 June 1950 

The business session was prec eded by a screntifk program at h Ds d 
ward Berk of Temple University spoke on the subject of “Pancreatitis, Acute and 
Chronic”. 

The following officers were elected for the vear 1950-1951: President, Dr 
Sidney Rosenthal, Newark, N. |.: Vice President, Dr. Andrew |]. V. Klein, Short 
Hills, N i Secretarv-Treasurer, Dr. Benjamin |. Macchia, lersev City, N. | 
Executive Council to consist of Drs. Samuel H. Rubin, Asbury Park, N. ].; Arthur 
Starman, Newark, N. J.; 5. William Kalb, Newark, N. Leonard ‘Troast, Jersey 
City, NX. Representatives to the National ouncil, [rs arl | Halligan, Jerseys 
City, N. J. and Hyman I. Goldstein, Camden, N. | 

Following the meetings of the New Jersey Castroenterologk al Society a testi 
monial dinner was given to Dr. Hyman I. Goldstein who was presented with a cer- 
tificate from the New Jersey Chapter naming him the “Gastroenterologist of the 
Year” of the New Jersey Chapter. 

New York Cuaprer 

The Annual Meeting of the New York Chapter of the National Gastroentero- 
logical Association was held at the home of Dr. Samuel Weiss, New York City on 
Monday evening, 15 May 1950 

The following officers were reelected for the 1950-51 season: Drs. William C 
Jacobson, President; Isidor L. Ritter, Vice-President; Harry Barowsky, Secretary 
and Elihu Katz, Treasurer. 

By unanimous vote of those present, the Constitution of the Chapter was 
amended to establish two new offic es. those of Second \ ice President and Record 
ing Secretary of the Chapter. Dr. Frederic W. Bancroft was elected Second Vice 
President and Dr. A. X. Rossien, Recording Secretary. 

The next regularly scheduled meeting of the New York Chapter will be held 
at the New York Academy of Medicine in November 

Further details will be published as they become available 
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NEWS NOTES 


Firreentn Convention 

The program for our Fifteenth Annual Convention is bound into this issue of 
Tae Review or Gasrroenterovocy and will not be mailed separately to the mem- 
bers of the Association, 

Additional copies are available from the headquarters office, 1819 Broadway, 
New York 23, N. Y. The program will also be available at the registration desk 
on the Convention floor. 

As a result of the decision of the Executive Board following the Fourteenth 
Annual Convention, the program for Monday afternoon, 9 October 1950, has been 


limited to two papers in order to allow sufficient time for the business meeting and 
the Convocation. 


To compensate for this an additional session has been scheduled for Wednesday 
evening, 11 October 1950, for the presentation of additional excellent papers. 


REGISTRATION 


All those attending the Convention are requested to register and receive their 
identification badges. Ladies are also invited to register. None will be admitted to 
the exhibits or the sessions without a badge. 


Annvuat Meerinc or True Nationat Councit 
The National Council of the National Gastroenterological Association will hold 


its Annual Meeting at the Hotel Statler in New York City on Sunday afternoon, 
8 October 1950, at 4:00 P.M. 


Delegates of chapters will present reports of their chapter's activities for the 
past year. 


Annuat Meetine or tHe Nationat Executive Boarp 


The Annual Meeting of the National Executive Board will be held at the Hotel 
Statler in New York City on Sunday afternoon, 8 October 1950, at 5:00 P.M. 


Awnuat Meerine or THe Nationat Association 

The Annual Meeting of the National Gastroenterological Association will be 
held at the Hotel Statler in New York City at 4:00 p.m. on Monday, 9 October 
1950, the first day of the Fifteenth Annual Convention, 


Members of the Association are invited to attend and participate in the business 
meeting. 


The proposed revision of the Constitution will be acted upon at that time. 
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NEWS NOTES aso 


Convocation Ceremony 


The Convocation Ceremony, at which certificates of affiliation will be 
presented in person to newly elected Members, Associate Fellows, Fellows and 
those advanced in the various categories during the year, will follow the Annual 
Meeting of the Association at $:00 p.m. on Monday afternoon, 9 October 1950, at 
the Hotel Statler in New Vork City. 

This year, those participating in the Convocation Ceremony will wear aca- 
demic costume, and an interesting program has been planned. 


Members, their families, guests and friends are invited to attend. 


Annuat Recerrion 
The President’s Annual Reception, again sponsored by Winthrop-Stearns, Inc. 
will be held immediately following the Convocation Ceremony on Monday evening 
9 October 1950, at 6:30 p.m. Members of the Association, their friends, guests, as 
well as those present with the technical exhibits are cordially invited to attend 


Admission cards may be secured at the time of registration at the registration desk. 


Annuat Banovet 
The Annual Banquet of the National Gastroenterological Association will be 


held at the Hotel Statler in New York City on Tuesday evening, 10 October 1950 
at 7:00 p.m., to be preceded by cocktails. 


Course GasTROEN TEROLOGY 
Immediately following our Fifteenth Annual Convention, the National Gastro- 
enterological Association is conducting a Course in Postgraduate Gastroentervlogy 
on 12, 13, 14 October 1950, at the Hotel Statler in New York City. 
The Course this year again will be under the personal direction of Dr. Owen 
H. Wangensteen, Professor and Chairman of the Department of Surgery, Univer- 
sity of Minnesota Medical School, who also will be surgical coordinator. The Asso- 


ciate Director of the Course will be Dr. I. Snapper of The Mt. Sinai Hospital, who 
will be the medical coordinator. 


Participating in the Course will be a distinguished faculty chosen from the 
medical schools in and around New York City. 


Enrollment for the Course is still open and admission will be limited to those 


holding matriculation cards indicating that they have paid the $35.00 fee for the 
three days. 


Applications and further information may be obtained by writing to the 
National Gastroenterological Association, 1819 Broadway, New York 23, N. Y. 
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Rectonan Meerinc 

Representatives of the west coast and midwest chapters of the National Gastro- 
enterological Association met with representatives of the National Executive 
Board on 26 June 1950, at the office of Dr, Felix Cunha in San Francisco, Calif. 

Those attending the meeting included Dr. George P. Gray. President of the 
San Francisco Chapter, Dr. Arthur Kirchner, President of the Los Angeles Chapter 
and Dr. L. Dale Huffman of the Los Angeles Chapter, Dr. John E. Cox, President 
of the Memphis Chapter, Dr. L. Dale Creek, representing the Santa Barbara Chap 
ter, Dr. Felix Cunha, Vice-President of the National Gastroenterological Associa 
tron and representing the San Francisco Chapter, Dr. William W. Lermann, Vice 
President of the National Gastroenterological Association and Mr. Daniel Weiss. 
Executive Officer. 

The group discussed the advisability of having a regional meeting to include 
the west coast and midwest chapters and tentatively set the dates for sometime in 


April, 


Further details concerning this meeting will be-published as they become 
available. 


Executive Boarp Mererincs 
A regular meeting of the Executive Board of the National Gastroenterological 
Association was held on Sunday morning, 19 March 1950 in New York City. 


Routine correspondence and administrative matters were properly disposed of. 

The following new members were elected to the National Gastroenterological 
Association: Drs. Francis M. Burke, Natick, Mass., Member; Robert Vincent 
Condon, Brookline, Mass., Associate Fellow; Edward A. Cooney, Boston, Mass., 
Fellow; Gerald Lewis Haidak, Pittsfield, Mass.. Member; Melvin P. Osborne, 
Brookline, Mass., Member; Anthony S. Ripa, East Boston, Mass., Member; George 
Robbins, Boston, Mass., Member; Isadore Schwartz, Quincy, Mass., Member and 
William E. Fradkin, Brooklyn, N. Y., Member. 

Upon presentation of the necessary qualifications the following were advanced 
as indicated: Drs. Arden S$. Turner, Philadelphia, Pa., Associate Fellow; Stanley L. 
Moleski, Grand Rapids, Mich., Associate Fellow; Kenneth C. Peacock, New York, 
N. Y., Fellow; C. H. Benage, Pittsburgh, Kansas, Associate Fellow; David B. 
Monheit, Brooklyn, N. Y., Associate Fellow; Earl J. Halligan, Jersey City, N. J., 
Fellow; G. Irving Levine, Jersey City, N. J., Associate Fellow; Thomas H. Cuddy, 
Winnipeg, Mamtoba, Canada, Fellow; Stanley Sidenberg, Cleveland, Ohio, Asso- 
ciate Fellow; Abraham J. Brenner, Brooklyn, N. Y., Associate Fellow; G. N 
Fluegal, Wilkes-Barre, Pa., Associate Fellow; Milton Fastenberg, New York, N. Y., 
Associate Fellow; Francisco D’Imperio, Camden, N. J., Associate Fellow; Jacob 
A. Riese, West New York, N. ]., Associate Fellow; Charles M. Rothburd, New 
York, N. Y., Associate Fellow; Maurice Bruce Bangel, Brooklyn, N. Y., Associate 
Fellow; |. L. Chereskin, Springfield, Mass., Fellow; William F. Herzig, New York, 
N. Y., Associate Fellow; Norman A. Samuels, New York, N. Y., Associate Fellow; 
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NATIONAL 
GASTROENTEROLOGICAL 
ASSOCIATION 


FIFTEENTH ANNUAL CONVENTION 
9, 10, 11 OCTOBER 1950 
and 
COURSE IN GASTROINTESTINAL SURGERY 
12, 13, 14 OCTOBER 1950 


HOTEL STATLER 
Seventh Avenue and 33rd Street 
New York, N. Y. 


Members of the medical profession 


are cordially invited to attend the convention sessions. 
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OFFICERS end EXECUTIVE BOARD 


PRESIDENT 
HORACE W. SOPER. wD 
St. Lows, Mo 
HONORARY PRESIDENT SECRETARY 
ANTHONY @ASSLER. wD SIGURD W. JOHNSEN wD 
New York. N. J. 
PRES'DENT-ELECT TREASURER 
Cc. J. TIOMARSH, SLIMY KATZ. MO 
Montres!, Conode New Yort, N.Y 


tet VICE-PRESIDENT 
WILLIAM W. LERMANN, BENJAMIN BERNSTEIN, M.D 


Pittsburgh, Pe. Brooklyn, N. Y 
tnd VICE-PRESIDENT WILLIAM C. JACOBSON, M.D 
HARRY M. ESERHARD, M.0 New York, 
Philadeiphi 
WM. REID MORRISON, M.D 
ied VICE-PRESIDENT 
CHARLES W. McCLURE, M.D 
Boston, Mass HENRY A. RAPSKY, MD. 
4th VICE-PRESIDENT New York, N. Y 
FH. VOSS, M.D. 
Phoenicia, 


SECRETARY -GENERAL 
ROY UPHAM, MD SAMUEL WEISS. MD. 


New York. N.Y New York, N.Y. 


PROGRAM COMMITTEE 


ANTHONY BASSLER. Chairmen 
1819 Broadway 
New York 23, N. Y. 


WM. REID MORRISON, MO ROY UPHAM. M.D. 
Boston Masts New York, N. Y. 


SAMUEL WEISS, M.D 
New York, N. Y. 


REGISTRATION—All members and quests should register. Identification badges 
for admittance to meetings will be given to those who register. These 
should be worn ot all times during the session. Registration will teke 
place at the registration desk on the convention floor. 


LADIES REGISTRATION—At the registration desk on the Convention Floor. 
Registration facilities will be open et 8:30 each morning. Information 
concerning the various activities and events will be available there. 


MEETINGS are held on Eastern Standard Time and will begin promptly at the 


time specified. 


COURSE IN POSTGRADUATE GASTROENTEROLOGY—Admittence only upon 


presentation of official matriculation card. 


SCIENTIFIC EXHIBITS—Will be in the Exhibit Hall and will be open daily, 
Monday to Thursday. 


TECHNICAL EXHIBITS under the direction of Mr. Steven K. Herlitz, Exhibit 
Manager, will be open Monday to Thursday. 


Those attending the Co vention are urged to take advantage of the time 
in between the presentation o. papers and sessions, to visit the technical exhibits 
and become acquainted with he many new products and new equipment on 


display. 


VISIT THE EXHIBITS 
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FIFTEENTH ANNUAL CONVENTION 
NATIONAL GASTROENTEROLOGICAL ASSOCIATION 
SCIENTIFIC SESSIONS 
9, 10, 11 OCTOBER 1950 
HOTEL STATLER 
Seventh Avenue and 33rd Street 


New York, N Y. 


Members of our Association and subscribers to Tue Review of Gasteoewtreotony, whether present 
or not at the time of the reading of a paper are always keoking forward to ites being publeebed, a) that 
they may read it carefully. With that in mind the essayists have been asked to eubeut ther papers for 


publication 


FIRST SESSION 
MONDAY MORNING, 9 OCTOBER 1950 


Horace W. Soper, M.D., President, National Gastroenterological Association 
Presiding. 


9:00 A.M. 
1. “Some Unusual Forms of Perforation Complicating Benign Peptic 
Ulcer and Gastric Carcinoma”. 
Speaker 
Mavaice Fecoman, M.D., Baltimore, Md., Assistant Professor of Gastro 
enterology, University of Maryland School of Medicine (By invitation) 


9:30 A.M. 


Discussion to be opened by: 
Frank |. M.D., Tuckahoe, N. 


9:50 A.M. 
2. “Jejunum Histopathological Studies Through Surgical Biopsy in a 
Case of Active Tropical Sprue”. 
Speakers 
Fernanpo Miranes, M.D., Havana, Cuba, Professor of General Pathology, 
School of Medicine, University of Havana; Leon Branco P., M.D., 
Hav ana, Cuba, Professor of Pathology, s hool of Medicine, { niveraity of 
Havana and A. Causa, M.D., Havana, Cuba, Instructor of General Path 
ology, School of Medicine, University of Havana 


10:20 A.M. 
General Discussion 


10:40 A.M. Recess to visit the Commercial and Technical Exhibits. 


THE EXHIBITS 
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11:00 A.M. 

3. “Six Hundred Cases of Acute Perforated Peptic Ulcer”. 
Speakers 
Joun B, O’Dowocuve, M.D., F.A.CS., F.LCS., Chicago, TL, Clinical 

Professor of Surgery, Stritch School of Medicine, Loyola University 
and Mavaice B. Jacows, M.D., F.LCS., F.A.CS., Chicago, HL, Asso- 
ciate Attending Surgeon, Cook County Hospital, Staff Surgeon, Univer- 
sity Hospital (By invitation). 


11:30 A.M. 
General Discussion 


11:50 A.M. 

LUNCHEON AND ROUND-TABLE DISCUSSION. 
Subject 

“One Hundred Years of Gastroenterology (1850-1950)”. 


Speaker 
Hyman I. Goupstem, M.D., Camden, N. J., Historian, National Gastroenter- 
ological Association. 


SECOND SESSION 
MONDAY AFTERNOON, 9 OCTOBER 1950 


W. Lermann, Vice-President, National Gastroenterological Asso- 


ciation, Presiding. 


2:00 P.M. 


4. “The Prevention of Some Postgastrectomy Difficulties by a New 
Gastrectomy Technic. (Pantaloons Anastomosis)”. 
Speaker 
Moses F.. Sreinserc, B.S.. M.S., M.D., Portland, Ore., Attending Staff, Eman- 
uel Hospital, Portland, Oregon, Associate in Physiological Research, Uni- 
versity of Oregon Medical School, 


2:30 P.M. 
Discussion to be opened by: 
B. O. C. Parwram, New York, N. Y. 
2:50 P.M. Recess to visit the Commercial and Technical Exhibits. 


3:10 P.M. 
5. “Bleeding Peptic Ulcer”. 
Speaker 
Evwarp T. Lewtson, B.S., M.D., Baltimore, Md., Surgeon, Johns Hopkins 
Hospital, Instructor in Surgery, Johns Hopkins Gaivery School of 
Medicine (By invitation). 


3:40 P.M. 


Discussion to be opened by: 
Laurence Miscaut, M.D., New York, N. Y. (By invitation). 


VISIT THE EXHIBITS 
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4:00 P.M. 
ANNUAL MEETING OF THE ASSOCIATION-—GENERAL ASSEM- 
BLY. 


5:00 P.M. 
CONVOCATION: Presentation of Certificates 
See Special Program. 
6:30 P.M. 
PRESIDENT’S ANNUAL RECEPTION (Admission by card only). 


THIRD SESSION 
TUESDAY MORNING, 10 OCTOBER 1950 


Cuances W. McCuvrr, M.D., Vice-President, National Gastroenterological 
Association, Presiding. 


9:00 A.M. 
6. “Surgical Treatment of Congenital Types of Diaphragmatic Hernia”. 
Speaker 
Stuart W. M.D., M.S.. Rochester, Minn. Professor of Surgery, 
Mayo Foundation Graduate School, University of Minnesota, The Mayo 
Clinic, Rochester, Minn. (By invitation). 


9:30 A.M. 
Discussion to be opened by: 
Roy Urnam, M.D., New York, N. 


9:50 A.M. 
7. “The Increased Incidence of Coronary Thrombosis in Peptic 
Ulcer”. 
Speaker 
Lester M. Morrison, M.D., F.A.C.P.. Los Angeles, Calif., Los Angeles 
County General Hospital, The Cedars of Lebanon Hospital and the Col- 
lege of Medical Evangelists. 
10:20 A.M. 
Discussion to be opened by: 
Davi Apiersperc, M.D... New York, N. Y. 
10:40 A.M. Recess to visit the Commercial and Technical Exhibits. 


11:00 A.M. 
8. “The Choice of Treatment in Idiopathic Dilatation of the Eso- 
phagus”. 
Speakers 
W. |. Meare Scorr, M.D., Rochester, N. Y., Associate Professor of Surgery, 
University of Rochester Medical Sx hool, Associate Surgeon, Strong Me- 
mortal Hospital and Grorce Eaerson, M.D., Rochester, N. Y. (By 
invitation), 


11:30 A.M. 
Discussion to be opened by: 
Daviw J. Banny, M.D., New York, N. Y. (By invitation). 


VISIT THE EXHIBITS 
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FOURTH SESSION 


TUESDAY AFTERNOON, 10 OCTOBER 1950 


Haney M. M.D., Vice-President, National Gastroenterological As- 
sociation, Presiding. 


1:00 P.M. 
9. “Achlorhydria and Hypochlorhydria Associated with Chronic Urti- 
caria”. 
Speakers 
B. Rawns, B.S., M.D., New York, N. Y., Attending Physician, Poly- 
clinic Postgraduate Medical School and Hospital and V. Cuartes An- 
cowa, M.D., New York, N. Y., Assistant Attending Physician, St. Clare’s 
Hospital, 


1:30 P.M. 
Discussion to be opened by: 


Samvuet Beacer, M.D., Cleveland, Ohio. 
1:50 P.M, 


10. “Gastrointestinal Function Following Radical Pancreaticoduo- 
denectomy”. 


Speakers 


Wittiam Ostrow, M.D., Brooklyn, N. Y., Chief of Department of Gastro- 
enterology, Coney Island Hospital, Visiting Gastroenterologist, Coney 
Island Hospital, Brooklyn, N. Y., and Cuarces B. Ripsrem, M.D., 
F.R.C.S., Associate Professor of Surgery, State University Medical Cen- 
ter, Director of Surgical Services, Maimonides Hospital, Brooklyn, N. Y. 


2:20 P.M. 
General Discussion 


2:40 P.M. Recess to visit the Commercial and Technical Exhibits. 


3:00 P.M. 
ll. “Pancreatic Resection for Benign Diseases of the Pancreas”. 
Speaker 


B. M.D., Boston, Mass., Surgeon-in-Chief, New England 
Deaconess Hospital, Boston, Surgeon, New England Baptist Hospital, 
Boston, Mass. 


3:30 P.M. 
General Discussion 


7:00 P.M. 
ANNUAL BANQUET—HOTEL STATLER, New York, N. Y. 


VISIT THE EXHIBITS 
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FIFTH SESSION 
WEDNESDAY MORNING, 1! OCTOBER 1950 


Wiritam C. Jacomson, M.D., President, New York Chapter, National Gastro- 
enterological Association, Presiding 
9:00 A.M. 
12. “Results of Routine Sigmoidoscopy”. 
Speaker 
Vincent T. Younc, M.D., C.M., Washington, D. C., Instructor in Proctology, 
Georgetown Medical School, Proctologist, Yater Clinic (By invitation). 
9:30 A.M. 


Discussion to be opened by: 
Granetr, New York, \. 


9:50 A.M. 
13. “The Diagnosis and Treatment of Colonic Stasis”. 
Speaker 
Harry B AROW SKY, New York, Assistant Clink al Professor, 
Department of Medicine, New York Medical College. : 
10:20 A.M. 


Discussion to be — by: 
W. Leramann, M.D., Pittsburgh, Pa. 


10:40 A.M. Recess to visit the Commercial and Technical Exhibits. 
11:00 A.M. 
14. “The Evolution of Surgical Supervision in the Management of © 
Advanced Idiopathic Ulcerative Colitis”. 
Speakers 
Haray Bacon, M.D., F.A.C.S., F.LC.S., Philadelphia, Pa., Professor and 
Head of the Department of Proctology, Temple University School and 
Hospital, Head of Department, St. Mary’ and D. 
Trimet, M.S.. M.D., Philadelphia, Pa., Associate in Proctology, 
Temple University Hospital. 
11:30 A.M, 
Discussion to be opened by: 
Scupper Winstow, M.D., New York, N. Y. (8 invitation). 


SIXTH SESSION 
WEDNESDAY AFTERNOON, 11 OCTOBER 1950. 
C. J. Tiomarsu, M.D., President, National Gastroenterological Association, 
Presiding. 
2:00 P.M. 
15. “Gastroscopic Biopsy; Correlation of Clinical Findings and Tis- 
sue Biopsy of the Stomach”. 
Speakers 
Paut L. M.S., M.D., Sayre, Pa. Chief, Section of Gastro- 
enterology, Guthrie Clinic and Robert Packer Hospital; Cuances H. De- 


VISIT THE EXHIBITS 
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Wan, B.S.. M.D., Chief, Section of Pathology, Guthrie Clinic and Robert 
Packer Hospital; Crayron B. Weep, A.B., M.D., Resident in Medicine, 
Guthrie Clinic and Robert Packer Hospital and Joun C. Recanis, B.S., 
M.D., Sayre, Pa., Resident in Pathology, Guthrie Clinic and Robert 
Packer Hospital (By invitation). 


2:30 P.M. 


Discussion to be opened by: 
Jean LeSace, M.D., Montreal, Canada, 


2:50 P.M. 
16. “Clinical X-ray Conference on Localized Constricting Lesions of 
the Colon”, 
Speakers 
Lyww A. Feacuson, B.S., M.D., Grand Rapids, Mich., Chief of Surgical Divi- 
sion, Ferguson-Droste-Ferguson Rectal Clinic and Hospital, Consulting 
Surgeon, Division of Proctology and Colon Surgery; Bensamin R. Van 
Zwacennurc, B.S., M@.D,, Grand Rapids, Mich., Consulting Radiologist, 
Ferguson-Droste-Ferguson Rectal Clinic and Hospital, Radiologist, Hol- 
land City Hospital and Enwarp F. Ducey, B.S., M.D., F.A.C.P., Grand 
Rapids, Mich., Pathologist, Ferguson-Droste-Ferguson Rectal Clinic and 
Hospital, Pathologist, St. Mary’s Hospital. 


3:20 P.M. 


Discussion to be opened by: 
A. J. Trutincuast, M.D., New York, N. Y. (By invitation). 


3:40 P.M. Recess to visit the Commercial and Technical Exhibits. 


4:00 P.M. 


17. “Surgery in Massive Hemorrhage of the Upper Gastrointestinal 
Tract”. 


Speakers 

Fant. J. F.A.C\S., F.LCS., Jersey City, N. Chief Sur- 
geon, St. Francis’ Hospital, Consulting Surgeon, Jersey City Medical 
Center, Attending Surgeon, Margaret Hague Maternity Hospital, Con- 
sulting Surgeon, St. Mary’s Hospital, Hoboken, N. ]., Consulting Sur- 
geon, Holy Name Hospital, Teaneck, N. J.; Lours L. Perxet, M.D., 
F.A.C.P., Jersey City, N. ]., Attending Physician and Chief of the De- 
partment of Gastroenterology, Jersey City Medical Center, Consultant 
Gastroenterologist to Margaret Hague Maternity Hospital, B. B. Pollak 
Hospital for Chest Diseases and North Hudson Hospital, Weehawken, 
N. J.; J. Kenweru M.D., A.LCS., Jersey City, N. ]., Visiting 
Surgeon, St. Francis’ Hospital, Assistant Visiting Surgeon, Jersey City 
Medical Center and Leonarp Troast, M.D., Jersey City, N. ]., Assistant 
Attending Gastroenterologist, Jersey City Medical Center. 


4:20 P.M. 
Discussion to be opened by: 
Freperic W. Bancrorr, M.D., New York, N. Y. 


VISIT THE EXHIBITS 
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SEVENTH SESSION 
WEDNESDAY EVENING, 11 OCTOBER 1950. 


Antunony Basster, M.D., F.A.C.P.. LL.D. Honorary President, National 
Gastroenterological Association; Roy Urnam, M.D., F.A.C.S., Secretary- 
General, National Gastroenterological Association and Sicurp W. Joun- 
sen, M.D., Secretary, National Gastroenterological Association, Co- 

i Chairmen. 


8:00 P.M. 
18. “Treatment of Chronic Nonspecific Ulcerative Colitis with Aureo- 
mycin”. 
Speakers 
A. Marxs, A.B., New York, N. Y., Assistant Professor of Clin- 
ical Medicine, New York University-Bellevue Medical Center; Louis T. 
Waicnt, A.B., M.D., F.A.C.S., Director of Surgery, Harlem Hospital and 
Secic Srrax, B.S., M.D., F.A.C.S., New York, N. Y., Associate Visiting 
Surgeon, Harlem Hospital, Senior Clinical Assistant Visiting Surgeon, 
The Mt. Sinai Hospital. 


8:15 P.M. 
19. “The Postdysentery Syndrome”. 
Speakers 
Swoney M. Fierst, B.S., M.D., M.S., Brooklyn, N. Y., Associate in Medicine, 
State University College of Medicine at New York, Assistant Attending 
Physician, Maimonides Hospital, Long Island College Hospital and 
Kings County Hospital, Chief of Gastrointestinal Clinic, Maimonides 
Hospital, Assistant Chief, Gastric Clinic, Long Island College Hospital, 
Gastroenterologist, Brooklyn Regional Office, Veterans Administration 
and Asranam Weener, B.S.. M.D... Brooklyn, N. ¥., Chief, Internal 
Medicine Section, Brooklyn Regional Office, Veterans Administration. 


8:30 P.M. 
20. “Is Surgery Necessary for the Silent Gallstone?” 
Speaker 
Jacon A. Riese, A.B., M.D., Jersey City, N. J., Associate Attending Gastro- 
enterologist, Jersey City Medical Center. 


8:45 P.M. 
21. “Small Bowel Physiology: Recent Experimental Observations”. 
Speaker 
Bernanp J. Ficarra, A.B., Sc.B., M.D., Brooklyn, N. Y., Associate Visitin 
Surgeon, Brooklyn Cancer Institute, St. Peter's Hospital, Hospital of 
Holy Family, Assistant Visiting Surgeon, Kings County Hospital. 


9:00 P.M. 
22. “Melanosis Coli”. 
Speakers 
Louts L. Peaxxer, B.S., M.D., F.A.C.P., Jersey City, N. J. Attending Gastro- 
enterologist, Jersey City Medical Center and Leon aap Troast, B.S., 
M.D., Jersey City, N. J., Assistant Attending Physician, Jersey City 
Medical Center. 
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9:15 P.M. 
23. “The Use of Aureomycin in Amebiasis”. 


Speaker 
Joun Cox, M.D., Memphis, Tenn, 


9:30 P.M. 
24. “Jaundice as a Complication of Gastric Resection”, 


Speakers 
Joseru M.D., Boston, Mass., Assistant Professor of Surgery, 
Tufts College Medical School, Surgical Staff, Boston City Hospital and 
James M. MeNetry, M.D., Boston, Mass., Former Resident Surgeon, 
Boston City Hospital. 
9:45 P.M. 
25. “Sympathetic Nerve Block for Preservation of Strangulated Intes- 
tines”. 
Speaker 
Heamurn M.D., F.LCS., New York, N. Y., Associate Visiting Sur- 
geon, Sydenham Hospital, Senior Clinical Assistant, The Mt. Sinai Hos- 
pital, 


10:00 P.M. 
26. “Management of Upper Gastrointestinal Hemorrhage”. 
Speaker 
Naruan W. Cuaien, M.D. F.A.C.P., New York, N. Y., Assistant Pro- 
fessor, Clinical Medicine, New York Medical College, Flower and Fifth 
Avenue Hospitals, Attending Physician, Metropolitan Hospital, Chief, 


Gastrointestinal Clinic, Flower, Fifth Avenue and Metropolitan Hospi 
tals, Assistant Attending Physician, Flower and Fifth Avenue Hospitals. 


10:15 P.M. 
27. “Prolapse of the Gastric Mucosa”. 
Speakers 
M. Rarrarort, M.D., Jamaica, N. Y., Associate Visiting Gastro- 
enterologist and Physician in Charge, Gastrointestinal Outpatient De- 
partment, Queens General Hospital, Associate Gastroenterologist, Tri- 
boro Hospital; Evucene O, Rarrarortr, M.D., Jamaica, N Y., Assistant 
Visiting Physician, Jamaica Hospital, Assistant Visiting Gastroenterolo- 
gist, Triboro Hospital and Annowo Stanton, M.D., Jamaica, N. Y., As- 
sociate Physician, Jamaica Hospital, Clinical Assistant, Gastrointestinal 
Outpatient Department, Queens General Hospital. 
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COURSE IN POSTGRADUATE GASTROENTEROLOGY 
or Tie 


NATIONAL GASTROENTEROLOGICAL ASSOCIATION 
12, 13, 14 OCTOBER 1950 
HOTEL STATLER 
Seventh Avenue and 33rd Street 


New York, N. 


Surcican Coogprn aror 


OWEN H. WANGENSTEEN, M_D., Ph.D. Minneapolis, Minn 


Associate anp Mepican Coorprs aror 


I. SNAPPER, M.D., Ph.D., New York, N. Y 


OFFICERS OF INSTRUCTION 


ALBERT F. R. ANDRESEN, M.D. Peofeesor of Clinical Medicine. State Uniwersitey. New York 
State University Medical Center in New York City, College of Medicine: Atrendine Physician. 
Long Island College Hospita 

HARRY BAROWSRKY, BS... MD. Assistant Clmica!l Department of Medicine, New York 
Med al College, Flower and Fifth Avenue Hospita 

LEONIDAS H Bi RRY MD Professor (sastroenter andl 
Graduate Schoo! of Medi me: Senior Attending Physician and Chairman Dey ar 
eme, Provident Hos Chicago, Li 

ALEXANDER BRI Ns IG, B.S. MS., M.D., Professer of Clinical Surgery, Corel! University 
Medical Co cnet Atrendm ig Surgeon Memora! HH 

JACOB BUCKSTEIN, BS MLD Assistant Professor of Clmical Medicine, 
Medical College Attrendme Castroenterologmt, Beth David Hospital Visiting 
(Alimentary Tract Divison) Bellewue 

HENRY W. CAVE, M.D. F.A.CS., Clinical Professor of Sargery, Columbia University, College of 
Physicians and Surgeons; Chief, Firet Surgal Division and Attending Sureeon, Raosevele 
ita 

RALPH COLP, Clinical Professor of Sureery, Columbia | niversity, College of Physicians 
and Surgeons: Attendme Surgeon, The Mt. Smai Heepita 


BURRILL B. CROHN, Consultant in Gastroenter zy. Columina University, ( cge of Phyas 


Cook County 


ment of Med 


cans and Surgeons, Postgraduate Teaching: Consultant in Cast rocnterudogy The Mt. Semai 
How a 

ARMISTE AD ¢ CRUMP, MLS., M.D.,, Formerly Associate Attending Physician in Medicine, Presby 
terian 


SIDNEY ARBER. M.D., Professor of Pathology, Harvard Medical College; Pathologist in Chie, 
Children’s H “pita Boston, Mass 

HARRY D. FEIN, B.S.. M.D., F.A.CLP., Assistant Professor of Clinical Medicine, New York Univer 
aty College of Me dicine; Visiting Staff, Lenox Hill and Bellevue Hospita Atiending Physician, 
Veterans Ho ral 

sae G LENN M.D... Lewis Atterbury Stimson Professor of Surgery, Cornell University Medica 

vite reeon im Chief New York 

| WILLIAM HINTON MLD. Chairman, Department of Surgery, Postgraduate Medical Schast of 
New Yi Univeretty: Director of Surgery. University Director of Surgery, Fourth 
Surgnwa Divisio Bellevue Hospita 

HOLLANDER, Ph.D. Columbia University Faculty of Medicine The Mit. Sinai 

1. STAI FFER BS Profesor of Radiology, Hahnemann Medical College 
and Hesepital, Phi phia, Pa 

FRANZ it ST. M D. hief, Gsastromtestinal Clinic, Gouverneur heony tla 

THOMAS H. McaGAVACK, B.A. M.D. Professor of Clinical Medicine, Director of Medxa! Research, 
New York Medical College, Metropolitan Hospita 
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RUDOLPH NISSEN, M.D. Assistant Professor of Clinical Surgery, State University, New York 
State University Medica! Center in New York Cry, College of Medicine; Attending Surgeon, 
Brockivn lewieh Hospita 

GEORGE T. PACK, BS. M.D. LLD., Associate Professor of Clinical Surgery, Cornell University 
Medica! College; Clinical Professor of Surgery, New York Medical College; Attending Surgeon, 
Memorial Cancer Center 

WILLIAM BARCLAY PARSONS, A.B. M.D. Professor of Clinical Surgery, Columbia University, 
College of Physicians and Surgeons; Attending Surgeon, Presbyterian Hospital 

JOHN L. POOL, M.D. F.A-CS., Assistant Professor of Clinical Surgery, Cornell University Medical 
College; Associate Attending Surgeon, Thoracic Service, Memoria! Hospital; Assistant Attending 
Surgeon, Lincoln Hoapital, Presbyterian Hospital 

FMANUEL M. RAPPAPORT, M.D. Associate Visiting Gastroenterologist and Physician in Charge, 
Gastrointestinal Outpatient Department, Queens General Hospital; Associate Gastroenterologist, 
Tribore Hospital 

1. 8. RAVDIN, M.D., John Rhea Barton Professor of Surgery, University of Pennsylvania Medical 
School; Director, Harrison Department of Surgical Research, University of Pennsylvania School of 
Medicine; Surgeon in Chief, Hospital of the University of Pennsylvania 

MARTIN FE. REHFUSS, M.D., F.A.CLP., Professor of Clinical Medicine and in Charge of Therapeu- 
tics, Jefferson Hospital and Jeflereon Medical College 

JOHN W. RICHTER, BS. D.DS., University Hospital 

LOUIS M. ROUSSELOT, A.B. M.D. MS., Sc.D. Clinical Professor of Surgery, New York University 
of Medicine; Director of Surgery, St. Vincent's 

HARRY SHAY, M.D., Professor of Clinical Medicine and Director, Samuel S. Fels Research Institute, 
Temple University Schoo! of Medicine 

j. SNAPPER, M.D. Ph.D., Clinical Professor of Medicine, Columbia University College of Physicians 
and Surgeons: Physician and Director of Medical Education, The Mt. Sinai Hoy ital 

H. M. VARS, Ph.D., Associate Professor of Biochemistry in Surgical Research, University of Pennsyl- 
vania Medica! School 

OWEN H. WANGENSTEEN, B.A., M.D., Pb.D., Professor and Chairman, Department of Surgery, 
University of Minnesota Medical Schoo! 

TAMES M. WINFIELD. A.B. Professor of Surgery, New York Medica! College; Chief of 
Staff and Attending Surgeon, Flower and Fifth Avenue Hospitals; Director of Surgery and Visiting 
Surgeon, Metr poitan ita! 

ASHER WINKELSTEIN, B.S.. M.D., Assistant Professor of Clinical Medicine, Columbia Univer- 
sity, College of Physicians and Surgeons, Associate Physician in Gastroenterology and Physician 
m Charge, Gastromtestinal Clinic, The Mt. Sma: Hospital 

STEWART WOLF, A.B., M.D., Assistant Professor of Medicine, Cornell University Medical College; 
Associate Attending Physician, New York Hospital; Clinical Associate Neuropsychiatrist, Belle- 
vue Hospital 


FIRST SESSION 
THURSDAY MORNING, 12 OCTOBER 1950 
9:00 A.M. 


Address of Welcome— 
C. |. Trmarsu, President, National Gastroenterological Asso- 


ciation. 


9:15 A.M. 
1. “Nutritional Diseases of the Mouth and Their Differential Diagno- 
sis”. 
Dr. Harry D. Fein 
9:45 A.M. 
2. “Lesions of the Mouth”. 
Dr. Joun W. Ricurer 
10:15 A.M. Recess to visit the Commercial and Technical Exhibits. 
10:30 A.M. 
3. “Diseases of the Esophagus”. 
De. Rupoten Nissen 
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11:00 A.M. 
4. “Lesions of the Esophagus”. 
Dr. Joun L. Poor 
11:30 A.M. 
$. “Fixed Point as a Diagnostic Aid in Lesions of Esophageal Gastric 
Junction”. 
Dr. C, Caumr 


SECOND SESSION 
THURSDAY AFTERNOON, 12 OCTOBER 1950 


P.M. 
6. “Liver Injury and Liver Repair”. 
Das. 1. 5. Ravorw ano H. Vans 
P.M. 
7. “Liver Biopsy”. 
Da, M. Rarrarort 
P.M. 
8. “Surgical Therapy for Gastrointestinal Hemorrhage in Portal Hy- 
pertension”. 
Dn. Louts M. Roussexror 


2:30 P.M. Recess to visit the Commercial and Technical Exhibits. 


2:45 P.M. 
9. “Cholecystic Diseases”. 
Dr. Martin EF. Reuruss 


3:45 P.M. 
10. “The Surgical Treatment of Acute Cholecystitis”. 
De. Frank Gienn 
P.M. 
11. “Endocrine Stimuli of the Gastrointestinal Functions”. 
Dr. Franxitin 


THIRD SESSION 
FRIDAY MORNING, 13 OCTOBER 1950 


9:00 A.M. 
12. “Surgical Treatment of Cancer of the Pancreas”. 
De. Baunscuwic 
9:30 A.M. 
13. “Fibrosis of the Pancreas”. 
Stoney Fanser 


10:00 A.M. Recess. 


10:15 A.M. 
14. “Recent Advances in the Diagnosis and Treatment of Pancreatic 
Disease”. 
Da. Tuomas H. 
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XIV 


10:45 A.M. 
15. “Carcinoma of the Pancreas, Diagnosis and Treatment ’. 
De. Baaciay Parsons 


11:15 A.M. 
16. “Psychosomatic Aspects of Gastrointestinal Diseases”. 
De. Wowr 


FOURTH SESSION 
FRIDAY AFTERNOON, 13 OCTOBER 1950 


P.M. 
17. “Management of Duodenal Ulcer”. 
De. Racen Cour 


P.M. 
18. “Ulcerative Colitis”. 
Da. B. Craoun 


P.M. 
19. “Indications and Contraindications for Gastroscopy”. 
De. Harry Barnowsky 


P.M. 
20. “Physiopathology of Jaundice”. 


De. Hanky Suay 
P.M. Recess. 
P.M. 


21. “Surgery and Malignancy of the Alimentary Tract”. 
De. Owen H. Wancenstreen 


P.M. 
22. “Malignancies of the Lower Bowel”. 
Dx. Jases M. Wenereco 


P.M. Reception and Banquet — Hotel Statler. 


FIFTH SESSION 
SATURDAY MORNING, 14 OCTOBER 1950. 


A.M. 


23. “Modern Concepts in the Surgical Management of Diseases of the 
Colon”. 
Dn. Henny W. Cave 


A.M, 


24. “Psychophysiological Studies of a Female With a Large Gastric 
Fistula”. 
De. Asner WinkeLsTRINn 
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10:00 A.M. 
25. “Evaluation of the End Results in Surgical Management of 
Chronic Duodenal Ulcers for the Past Twenty Years”. 
De. |. Howton 


10:30 A.M. Recess 


10:45 A.M. 
26. “Allergic Manifestations in the Gastrointestinal Tract”. 
De. F. R. Anvaesen 


11:15 A.M. 
27. “Newer Trends and Technics in Gastroscopy”. 
De. Leonipas 


SIXTH SESSION 
SATURDAY AFTERNOON, 14 OCTOBER 1950 


1:00 P.M. 
28. “The Small Intestine — Clinical and Roentgenological 
Considerations”. 
De. Jacon 


1:30 P.M. 
29. “Sources of Error in the Radiological Diagnosis of Lesions of the 
Gastrointestinal Tract”. 
Dx. J. Sracrrex 


2:30 P.M. 
30. “Roentgenological Studies of the Mucosa of the Colon”. 
Da. Franz |. Loser 


3:00 P.M. Recess 
3:15 P.M. 


31. “Amebiasis”. 
Dr. 1. 


3:45 P.M. 
32. “Carcinoma of the Stomach”. 
Dre. Geoace T. Pack 


SCIENTIFIC EXHIBITS 
The Scientific Exhibits ill be im the Exhibit Hall and will be open at the following times 
MONDAY, 9 October 1950—9:00 A.M. to 4:00 P.M. 
TUESDAY, 10 October 1950—9:00 A.M. to 5:30 P.M. 


WEDNESDAY, 11 October 1950—9:00 A.M. to 5:30 P.M.; 8:00 P.M. to 
11:00 P.M. 


THURSDAY, 12 October 1950—9:00 A.M. to 3:00 P.M. 
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“Comparative Value of Gastroscopy and X-ray in 2,500 Gastro- 
scopic Examinations”. 
Das. Leonmas H. Beary, Quenti~n Younc, Arserr L. 
Sraucoine, ano Cuantes L. Cook County Grad- 
uate Medical School, Provident and Cook County Hospitals, 
Chicago, Ill. 


“Carcinoma of the Esophagus” 
Des. J. Lours L. Perxer ano J. Kennern 
Cartaw, Jersey City Medical Center, Margaret Hague Ma- 
ternity Hospital, Jersey City, N. J. 


“Diaphragmatic Hernia”. 
Da. Avoten Apranam, New York, N. Y. 
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TECHNICAL EXHIBITORS 


(Those attending the Convention sessions are urged to take advantage of the time 
in between the presentation of papers and sessions, to visit the 
technical exhibits and become acquainted with many 
new products and new equipment on display) 


CYSTOSCOPE MAKERS, N. Y. (Booth 3). 
extends ordial mvitation to members ar gut new opet 
and gastroscope of sma! as well a 

ologuet will be on display 

AMES COMPANY, INC., Elkhart, Indiana (Booth 23), will be demonst: 
Acetest, Rumentest, and Hematest, sin tests tectean af writ seat 
min, and occult blood. They will be discussing De ‘ * ul Deck 


choleretx agents for the treatment of bi ry tr td 1 


J. BEEBER CO., INC., New York. N. Y¥. (Booths 4 and S), is pleased 
newest equipment used in diagno stic work, as well { diseax The 
lThathermy, which considered one of t t adwar m medion 
Mass Chnwal Analycer. photocloct ri vi 

Mikrark liluminator; the Beck-Lee direct ‘ 

especially desiened for the gastroenterologist, and tific nexdy profesens 
BILHUBER-KNOLL CORP., Orange. (Booth 28) Visit he latest 
development s on thew wodic-sedative edwimal mitala, such as 
Bromural, Didaudid, Octin, Tennalbia. etc., fill important ces af medication m our selected 
held of medicine. Your visits will always be wek 

BRISTOL-MYERS COMPANY, New York, N. Y. (Booth 14), : ally invites you to 
vieit its booth where Aristal-Af vers’ representatives we attendance extet rarity we mie 
all visitors and to answer any questions pertaining to Auferin, Sal Hrpetica and , s products 
on display 


CAMEL CIGARETTES, New York, N. Y. (Booth 2), 


ground data from their newest research After week 


and women Camel Cigarettes cxaciuaively 


single case of throat irritation due to enoking Cam 
CAMERON SURGICAL SPECIALTY COMPANY, New York- cnbenge (room 


25). Featured this vear the Cameron booth vou w fnd the new Owmaneg pe t ‘ 


coated lenses (appr ately 30% uminat wor greatest ar my ever 
obtained m any flexibic gastr see the Aor Prax ghted 
sigmoidascope with 4X magnification 

CIBA PHARMACEUTICAL PRODUCTS, INC., Gumatt, N. J. (Booth 29), 
mvites you to viet ite exhibit which w feature Carmeth orgat nd nonconstipating antacid 
for the treatment of gastrix hyperac sdity and { opt ulcers Re, resentatives in attendance will 
answer questions on this or other Ciba products 

THE COCA-COLA COMPANY, Atlanta, Georgia (Booths 7 and 8). “lcc-cold Coca 
Cola served through the cooperation and courtesy of The CocaCola Bottling Company of New York 
Inc. and The Coca-Cola Company.” 

COCHRANE PHYSICIANS’ SUPPLIES, INC., New York, N. Y. (Booth 36), 
will show latest models of instruments both foreign and domestic, including varied specialities. Featured 
will be the csophagea! dilator set as conceived by Dr - tead C. Crum, 

CORECO RESEARCH CORPORATION, New York, N. 9) 

Camera is designed to photogr: surface areas the bady, from 1 t ose-up pict 

body size—and a the hu t th a 

The Camera cart 

plete contr: of its cole temperatur d expos 

synchronized with automat can era mect m to permit ng wunts raction of a 


md bef fore exp« sure. T) ¢ Camera provides for aut 


EDER INSTRUMENT co., Caieage, Il (Booth 38), will show as tensive fine of 
« equipment Severa wn fe the anc hey will of 


mterest to all the members and guests at 
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THE HARROWER LABORATORY, INC., Jersey City, N. J. (Booth 30). 
Their exhibit has three main points of interest: 1. Gastroscopic pictures ibustrating the coating action 
od Mucotin, the “Council Accepted” mucin antacid. 2. Schematic presentation of the physiological 
action of Pralosw, a corrective laxative 1. The role of the Kreb Cycle and Hematocrin im energy 
metabolian is graphically chown. Reprints and samples will be available at this booth 


IVES-CAMERON COMPANY, INC., New York, N. Y. (Booth 33), have several 
new drags of especial interest to the gastroenterclogist. Momitan, 1IC., for the use of treating condi 
tions of fat emulsification and absorption as well as Oxsortal, LI a superior choleretic- 
cholagogue and fat emulsiher are among those to be featured, Trained representatives will be able to 
discuss the indications and pharmacological action of their new therapies much discussed in the 
literature texday 


KEGAN LABORATORY, INC., Englewood, New Jersey (Booth 11). Phyrotone u a 
palatable, stable, high potency swurce of nafural Vitamim C together with Rutin, Pectm, and other 
nutritional eubstances derived from setected herbs and fruits. In pey tc uleer therapy physicians will 
find ite high content of natural Vitamin C (120 me. per &. oz.) and Rutin particularly beneficial. Taste 


test it at Booth 11 
LANE LIMITED, New York, N. Y. (Booth 12), wil! feature the merits and quality of 


Lords cigarettes and Lords pipe mixture, Both products are guaranteed to contain less than 1% 
nicotine, Backed by over three generations of tobacco manufacturing, these products will demonstrate 
the results of an exclusive process allowing extraction of nicotine and tars without medicants and 
chemicals, yet not sacrificing taste, body, or flavors of the tobacco 


J. B. LIPPINCOTT COMPANY, Philadelphia, Pa. (Booth 24), presents an interest- 
ing and active exhibit of professional publishing, With the “pulse of practice” centering in an advisory 
editorial board of active clinicians who constantly review the field, current and coming trends in medi- 
cine and surgery are known continually. On the studied recommendations of these medical leaders, Lip- 
pincott Selected Professional Books are undertaken 


MALLON, Division of DOHO CHEMICAL CORPORATION, New York, N. Y. 
(Booth 1), ix introducing their new liquid topical anesthesia, Rectalgan, for relief of pain and itch- 
ing in hemorrhoids and pruritus; also following perineal suturing in obstetrical and gynecological work. 
This new therapy enjoys many advantages over the outmoded suppositories and ointments, Their 
represeritatives will be happy to explain, in detail, the workings of this medication 


THE NATIONAL DRUG COMPANY, Philadelphia, Pa. (Booth 35), cordially in 
vites you to visit their booth where Resion and Resinat will be the featured preparations. Reson, an 
intestinal adsorbent combining the properties of ion exchange and physical adsorption and Resimat 
(Council Accepted), newly accepted therapy for peptic ulcer will be on display and representatives 
will he in attendance to discuss with physicians the various aspects of these two outstanding products 


NORGINE LABORATORIES, INC., New York, N. Y. (Booth 13), will exhibit three 
pharmaceutical products of particular interest to the gastroenterologist, Le: Encypan-—a multivalent 
dwestive enzyme compound Spasmacol—a bulk laxative combined with a spasmoly tic for apasth com 
stipation, and Gamatran—a synthetic spasmolytic for sustained-action spasmolysis. Samples, literature 
and information will be supplied by Norgine representatives 


PICKER X-RAY CORPORATION, New York, N. Y. (Booth 39), invites you to visit 
an exhibit of the latest developments in high-powered diagnostic x-ray equipment. A staff of engineers 


he in attendance to demonstrate the apparatus and furnish all pertinent data 
} 


A. H. ROBINS CO., INC., Richmond, Va. (Booth 10), is featuring Fatosyme, triple-en- 
ryme stant with the ~wptomath tablet the sedative antsy asmod nnatai; the anti- 
rheumatic, Pabalate; and Relitussin, Robins’ rational formulation for cough therapy. Robins’ Profes- 
sional Service Representatives will welcome the privilege of discussing with physicians attending, these 
and other products im the company's line of prescription specialties 


WILLIAM H. RORER, INC., Philadelphia, Pa. (Booth 17). Maelox-Rorer, 2 colloidal 
suspension of Magnesium and Aluminum Hydroxides is a new antacid preparation, indicated for rou 
tine use in treatment of peptic ulcer. /¢ climimates the constipation dificultics which = often accom- 
pany administration of aluminum hydroxide gel, yet retains the fine antacid properties of that drug 
The taste of Maalox-Rorer is particularly well received by patients 


RYSTAN COMPANY, INC., Mount Vernon, N. Y. (Booth 22), wil! introduce the new 
chlorophyll preparation for the medical management of peptic uleer—Cahlorestum Powder—which was 
reported in the May 1990 issue of Tax Review or Gasteoenreaotocy. This preparation combines the 
tissue-stimulating properties of water-soluble chlorophy!l with a highly persistent coating material, 
dehydrated powdered okra, plus the proven antacids, aluminum hydroxide and magnesium trisilicate 


and technicians will 
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CHEMICAL INC., New York, N. (Booth 26), will feature the 


fool me: Catrrzone—the fret eflective ral preperatam for the treatment of migraine and re ated 
headaches. Other products dieplaved are Avilergal, Aeiledreal, (DHE 
45) and Ipesandriac. A new handbook listing our products will be available and representatives in 
attendance will gladly anewer any questions about these and other Sandee products 

SARATOGA SPRINGS AUTHORITY, Saratoga Springs, N. Y. (Booth 19). 
This exhibit consicts new knotty pine duplay er ne treatments with wee of naturally car 
bomated mimera! water a he New York State-owned Ss atoga Spa at Saratogs Springs N.Y. Reeres 
tional features are also described. Literature « be avaial 

SCHENLEY INC... Lawrenceburg, Ind. (Booth 32). We believe 
Der Sippy would approv { Titralac, a new and ut preparation highhgehted at the Scheniey 
Laboratories exhibat Con tunene the iffe ne giveme wrth the newtra ne t cert 
arbomate, one Tunslas tablet provides the acnd-amactrvating power of an Gumce glass mak 
Con venientiy adn nistered, palatatue, Tu ust ir hypera and 


management ractive to patients 


G. D. SEARLE & (Booth 31), cordially invites you to their boot) 


where they representatives wi t answer any questions regarding Searle Products of Re 
search. Featured will be pan ior the prevention and active treatment af motion sickness: 4h 
dase, for hypodermociysis; Ruphywilia, for abnormal capillary fragility; Aydevilin, new and cflectiv« 
antibistaminn as we as such time-proven praducts as Searle f omen mM al dosage forms 


Metamucil, Ketochol, Floraquin, Kiophyllin, Diodoqem, Pavatrine, and Pewatrine with 
SENTRAL LABORATORIES, INC., Cedar Rapids, Iowa (Booth 15), will exhitit vie 
following three products: A protem digest in form, also called an prxduct: a wheat 
germ o concentrate a tablet mitamme the ma enzymes of digestion ica acid 

E. R. SQUIBB AND SONS, New York, N. Y. (Booth 21). 

FEDERICK COMPANY, Mount Vernon, N. Y. 6). will feature Com 


bachale tut f two chemically pure tule acids for Hydrocholere na Emulsification 
also Cals an Analgesic buffered with Calcium Gultamate to prevent pyrosie and Ascorbic Acid 
as repiacement therapy 


U. S. VITAMIN CORPORATION, New York, N. Y. (Booth 37). New lipotrops 


therapy Mrthuckel orginal combina tior ff if proven lypetropec agents: cholme, methmnme 
inomte!l and liver extract Also taste for yourself the new and different sodium-free salt eubstivute 
which tastes like salt, looks like salt ce sprinkles like salt. Professional samples on their full line of 


nutritional epecialties will be distributed 


WINTHROP-STEARNS, INC., New York, N. Y. (Booth 20), extends « cordial invita 
tion to visit ite booth. where representatives will be on hand to serve you. Featured products will be 
Creamalin ® non-alkaline, non-absorbab 
droxide) plus magnesium trisilicate: Plaraxin @® high potency, therapeutic formula multiple vitamun 
capsules; Pleravcit @ drops, dispersible 8 vitamin liquid, including Drisdol, pleasing citrus flavor 
stable, casily administered 


WYETH INCORPORATED, Philadelphia, Pa. (Booth 27). MHyders-—Wyeth's highly 


antacid: Tricrramalate @ Creamalin (aluminum by 


purthed hyaluronidase and council-accepted Amphoscel—for the symptomatic relief of peptic ulcer wi 
be featured along with such widely prescribed ethical specialties as Aaomagma with Pectin, §.A1_4., 
"ychol, Pondets, Bepletc, Purodigin and Propion Gel. Trained representatives will be on hand to 
y literature and Sa of outstanding therapeutic agents 
F. E. YOUNG & CO., Room 34). Young's Dilators are used in the treatment 
and prevent { contracted anus, particularly f wing hemorrhowdectomy, as an aid m perineal 
disse tion and im the repair f Wing delivery srmacal Serve & reheneve sting 
f et al prodects m table forn for casy reference, kept to date by monthly suUpPPiCcTnents af j hein g 


eaf new Pages repiace ringer pares Nal! es Young's PSP Test Set and Young 5 


Trot will be demonstrated 
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He wants...|.. 


You want..... 


® 


(AMORPHOUS ACID SOLUBLE ALUMINUM HYDROXIDE) 


SEE OUR 


.FAST 


RELIEF 


HEALING 


Creamalin relieves ulcer pain in minutes because 
it is truly amorphous aluminum hydroxide, the 
form emphasized by Sollmann' as being most 
soluble. Greater solubility makes Creamalin 
rapidly available for neutralization. Also, 
Creamalin is a reactive gel. Reactive gels exhibit 
greater acid-combining power.” 


Creamalin heals the lesion in 7 to 10 days be- 
cause it is acid-soluble aluminum hydroxide, the 
nonabsorbable antacid which provides sustained 
neutralization at pH 4 to pH 5. Healing is fast 
because Creamalin inhibits pepsin activity and 
is “mucosal adherent.” Tablets and liquid. 


TAM | of Pharmacology. Philadelphia, 
W. B. Souncers Co., 7th ed., 1948, p. 938. 


2. Batterman, & C.. ond Ehrenfeld, Gestroenterology, 
9:41, Aug., 1947. 


Stearns 


NEW YORK, WINDSOR, ONT. 
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NEWS NOTES 


Victor T. McGrattan, New York, N. Y., Fellow; William E. Bippus, West Palm 
Beach. Fla.. Associate Fellow: A. Strelinger, Elizabeth, N. ]., Associate Fellow; 
Benjamin }. Macchia, Jersey City, N. J., Associate Fellow; Leon Bader, New York, 
N. Y., Associate Fellow; George B. ]. Glass, New York, N. Y., Associate Fellow. 
The matter of the Constitution and By-Laws was taken up where the Board 
had left off at the previous meeting and the draft submitted by Dr. Tidmarsh was 


accepted, The entire Constitution was to be put into proper order and form and 
submitted to the membership at large for adoption 

At the meeting of the Executive Board held in New York City on 21 May 1950, 
the Association was advised of the death of Dr. Samuel D. Weaver of Dallas, Texas. 
The Secretary was instructed to send the usual letter of condolence. 


The following new members were clected to the National Gastroenterologx alf 
Association: Drs, George Francis Miller, Boston, Mass., Member; Isadore Irving® 
Cash, Milwaukee, Wisc., Member; Thomas C. Wilkinson, Pittsburgh, Member 
Michael Q. Hancock, Belmar, N. ]., Member; Herbert 1. Puller, Roselle, N. J a 


Member; Edward F. Sciorsci, Hoboken, N. ].. Member; Herbert Silberner, New- 
ark, N. ]., Member; Irvin Sussman, Bridgeton, N. ]., Member; Solomon E. Gutle- 
man, Brooklyn, N. Y.. Member; Barnet 1. Romm, Brooklyn, N. Y., Member; 
Harry O. Maryan, Chicago, Il., Member; Edward J. Krol, Chicago, Iil., Member 


and Brian T. Shorney, St. Croix, Virgin Istands, Member. 


Upon presentation of the necessary qualifications the following were advanced 
as indicated: Ludmilla F. Brown, New York, N. Y., Associate Fellow; Alfred J 
Cantor, Flushing, N. Y., Associate Fellow; A, L. Friedman, Hackensack, N. J., 
Associate Fellow; Walter Freymann, West New York, N. ]., Associate Fellow; 
Samuel M. Gilbert, Newark, N. ]., Associate Fellow; Paul H. Moore, Hollywood, 
Calif., Associate Fellow; P. M. Moriarty, Chicopee, Mass., Associate Fellow; 3 
Helmuth Nathan, New York, N. Y., Associate Fellow; H. F. Pohlman, Middle- | 
town, N. Y., Associate Fellow; L. Pulsifer, Rochester, N. Y., Associate Fellow; 
Louis Rosenblum, New York, N. Y., Associate Fellow; Jerome Weiss, New York, 
N. Associate Fellow. 


The matter of the length of time necessary for printing papers submitted for 


publication to Tue Review or GastroenTeRotocy was discussed and it was pointed 
out that at present papers presented before the Convention and the Course take 
precedence over all other papers submitted, to be followed by papers submitted by 
members of the Association and by non-members. 

With this in mind it was suggested the size of the Journal be increased and 
also that papers be limited in size in order to accommodate more papers per issue. 
The matter was referred to the Editorial Committee for their consideration. 

At the last meeting of the Executive Board of the National Gastroenterological 
Association held on 20 June 1950, in New York City, routine reports were received. 

Upon recommendation of the New Jersey Chapter the following applications 
were accepted and ratified as indicated: Dr. Paul J. Miranti, Jersey City, N. J., 
Member and Dr. Leo P. Schultz, Allendale, N. [., Member. 
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Dr. LeRoy D. Miller, Brooklyn, N. Y., was elected a Member at large of the 
National Gastroenterological Association. 


Upon submitting the necessary qualifications, Dr. Helmuth Nathan of New 
York City was advanced to Fellowship. 


Tump Surcica, Course on Parnotocy or tHe Dicestive Tract 
The Third Surgical Course on Pathology of the Digestive Tract will be held 
in Madrid, Spain in November 1950. 
Registration for the Course will take place between the 15th of September 
and the 15th of October 1950, and further information may be obtained by writing 
the Secretary, Dr. C, Gonzalez Bueno, Calle de Villanueva, Num. 10, Madrid, Spain. 


InreanationaL Acapemy or ProcroLocy 

At the Second Annual Meeting of the International Academy of Proctology 
held in San Francisco on 23 June 1950, the following officers were elected for the 
year 1950. 

Dr. Caesar Portes, Chicago, IIL, President; Dr. H. A. Springer, Cincinnati, 
Ohio, President-elect; Dr. Edgar M. Scott, Jr., Birmingham, Ala., First Vice-Pres- 
ident; Dr, Norman I, Albert, Johnston City, IIL, Second Vice-President; Dr. Don- 
ald ©. Collins, Hollywood, Calif., Third Vice-President; Dr. Alfred J. Cantor, 
Flushing, N. Y., Secretary; Dr. William Lieberman, Brooklyn, N. Y., Treasurer. 

Dr, Francis S. Adams, Pueblo, Colorado; Dr. Carroll J. Bellis, Long Beach, 
Calif.; Dr. Harry A. Gussin, Chicago, [I.; Dr. Raymond S$. Johnston, Kearny, 
Nebraska; Dr. Edward Krol, Chicago, IL; Dr. Paul Lahvis, Gowanda, N. Y.; 
Dr. William W. Meissner, Buffalo, N. Y. and Dr. Evan C. Reese, Stroudsburg, Pa. 
are the members of the Executive Board. 

The next Annual Meeting of the International Academy of Proctology will be 
in Atlantic City, N. ]., during the meeting of the American Medical Association. 


BOOK REVIEWS 


LIPIDOSES—DISEASES OF THE CELLULAR LIPID METABOLISM. Sieg- 
fried J. Thannhauser, M.D., Ph.D., Associate Professor of Medicine, Tufts Col- 
lege Medical School; Associate Physician-in-chief, Joseph H. Pratt Diagnostic 
Hospital, Boston, Mass. Edited by Henry A. Christian, A.M., M.D., LL.D., Sc.D. 
(Hon.), M.A.C.P., Hon. F.R.C.P. (Can.), D.S.M. (AMA). Boston, Mass. Second 
edition. 605 pages (including 10 page index). Oxford University Press, New York, 
1950 Price $12.00. 

This excellent encyclopedic work is reprinted from Oxford Loose-Leaf Medicine with the same 
page numbers as in that work. The first edition of this reference work appeared in 1940 while basically, 
not inany changes have taken place in the conception of the pathogeneses of the several “lipidoses” 
extensive revision is evident in the sections on xanthomatous biliary cirrhosis and familial hyper- 
cholesteremic xanthomatosis, ihepathic hyperlipemia and eosinophilic xanthomatous granuloma 
including Schiller-Christian syndrome and essential xanthomatosis of the normocholesteremic type. 
Adult Niemann-Pick's Disease; syndrome; Gaucher's Disease; reticular 
and histincytic ephirgomyctinosis (lipid cell splenohepatomegaly or Niemann-Pick's phosphated lipoido- 
sis) infantile form: are expertly discussed in great detail 
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BOOK REVIEWS 


Brief discussions are included on lipead protemoses, Urbach aad Wiethe (1929), aod Oppenhewn’s 
(1929) necrobiosis Hpoidica diabeticorum which Urbach (1952) described 

Discussion of both the miantile and adult types of Gaucher's retxelar and betwen 
dosis are presented in Part [V, in 74 pages (pp. 456-550) 

Glycogen storage disease (Von Crerke) of “hepato-nephromegalia glycogenma™ (19279) mstances 
of which had been previously reported by Wagner and Parnas (1921) and by Seapper and Vana 
Creweld (1928) (pp. 514-52), adequately and presented. The tublography wah an 
extensive list of references which follows each section should be most helpful to the mwestigator and 
student of the subject 

This exhaustively complete reference work om the “Lipideses” ic the best hook available on the 
subject, and is most enthusastially recommended as the must authoruative and mformative work 
m print, available to all who wish to be well-informed 


OPERATIONS OF GENERAL SURGERY. Thomas G. Orr, M.D., Professor of 
Surgery, University of Kansas School of Medicine, Kansas City, Kansas. Second 
Edition. 890 pages with 1700 step-by-step illustrations on 721 figures. W. B. 
Saunders Company, Philadelphia, Pa., 1949. Price $13.50. 

This second edition of Dr. Orr's solume on surgery the publwation. The 
publishers spared no expense im making this volume a real teaching teat. The third year medica 


student who beme mitiated mto the mysternes of surgery will wot have any 


that he is unable to grasp the pruciples of minor surgery. Later as he becomes senior, asset 


ant, interne and resident, he will fad the step-by-step dhustrations and explanations m muner surgery 
major surgery and the specialties clear and 1 


» the promt 


It ie highly recommended as a practical guide to the student as well as the sargeon. The latter 
will find that the dlustrations and text wil! aid him in bis chosen work 


CLINICAL NEUROLOGY. Bernard J. Alpers, M.D., Professor of Neufology, Jef- 
ferson Medical College, Philadelphia; Neurologist to the Jefferson, Pennsylvania 
and Wills Hospitals, Philadelphia. Second Edition. 846 pages with 240 iltustre- 
tions. F. A. Davis Co., Philadelphia, Pa., 1949. Price $9.50. 

This excellent work on clinical neurology by an experienced teacher and 
been extensively revised including polomyelitis, epiiepsy, meningitis, syphilis 
peripheral nerve injuries and cranial trauma 

Consderable apace m given to the exammation of the nervous system: the mterpretation of 
neurological symptoms and signs and topical diagnosis of nervous disease. Adequate mformative 
discussion of headache, vertigo, coma and pain appears in Chapter 4. Careful consideration is given 
to neuritis and the neuralgias including Fothergill’s Disease, Dejerine Sotta’s hypertrophic imterstitia 


urologist of note, has 


the nervous system 


neuritis, pellagra neuritis and alcoholic ncuritw. Diseases of the spinal cord are quite thoroughly 
discussed, including hypertrophic spinal pachymenimgitis, extradural abscess; arachnoiditiw; herpes 
zoster or posterior polomychtie—primary viral radiculitis and ganglonit and secondary sympteo 
matic zoster due to irritation of roots associated with many disorders. The primary form of roster 
or posterior poliomyelitis is due to a hilterable virus which has been isolated. The condition is a myelitis 
involving the posterior root and itn ganglion and the posterior horn of the cord, The posterior root 
and its ganglion are infiltrated by lymphocytes and sometimes plasma cells. Hemorrhage and necrosis ; 
may sometimes be found in the ganglion. Ophthalmic herpes is due to involvement of the Gasserian 


ganghon and ite root. In 5.7 per cent of the cases, an encephalitis develops with herpes ophthalmicus 


This is one of the best available discussions on the subject in recent literature 

Anterior poliomyelitis, spinal fractures, syringomyelia, Charcot-Marie-Tooth atrophy, subacute 
combined degeneration and Marie-Strimpell Disease are briefly, but instructively presented 

The author gives careful consideration to “Disease of the Meninges”, “Encephalitis, eyphilie 
of the bram, and vascular disease of the bram 


Tumors of the brain, abscess of the bram, cranial trauma, epilepsy and convulsive states, extra- 


pyramidal diseases, multiple elerosis, nuclear amyotrophies and myopathies include myasthenia 


gravis, familial perwdic paralyes, and amyotrophic lateral eclerosts are expertly discussed, The closing 
chapters include the degenerative diseases, amaurotic family idiwy, Schilder’s disease, Little's disease, 
porencephaly, and Marchiafava’s Disease, congenital and developmental disorders and diseases of 
the skull and vertebrae 

In this reviewer's opinion this textbook is one of the best available volumes on clinical neurology 
for the medical student, the general practitioner, and the clinician. It is enthusiastically recommended 
as a desk volume for ready use 
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TOO? 


HEN YOU'RE DAYDREAMING per- 

haps you, like most people, 
find yourself doodling pictures of the 
things you want most. 

Maybe there's a house you have 
in mind you'd like to build, 

Or you're wondering which college 
you'd like your child to attend a 
few years from now. Or maybe you'd 
like to own a brand-new automobile 
someday. 


One sure way to take your day- 
dreams out of the doodling stage 
and make 'em come true—-is to set 
aside part of your salary regularly 
in U. S. Savings Bonds. 

So sign vp on the Payroll! Savings 
Plan where you work, or the Bond- 
A-Month Plan. where you have a 
checking account. 

Start making your daydreams 
come true right now! 


Qutomatic saving is pune saving U.S. Savings Bondo 
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THE Proxvy-Emulsifier” tor 
Fat-Starved patients 


Whatever the causes of steatorrhea — be it sprue or following subcoral 
gastrectomy — high fecal fat excretion can rapidly lead to a cachectic, 
fat-starved patient. 


Monitan, a highly efficient fat emulsifier, enables these patients 
to better absorb and utilize essential fats, lipids and oil-soluble 
vitamins. Monitan lowers fecal fat excretion by reducing the size 
of the fat droplets — making them more easily assimilable. 

Monitan is the first palatable preparation offering Sorbitan Monooleate 
Polyoxyethylene Derivatives in liquid form. Each teaspoonful (5 cc.) 
of Monitan provides 1.5 Grams of this substance (P.S.M.). Ic is 
orange flavored and easily admin- 
istered to infants, children and the 


in 12 bottles. Desege: edults te 2 
teespoontuls three times daily with meals. 


IVES-CAMERON COMPANY, INC. 


22 40th STREET. NEW YORK 
SEE OUR EXHIBIT AT BOOTH 33 
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KONSYL produces normal intes- 
tina! activity .. . becowe 
promotes peristalsis by odding 
butik ond lubricetion to the intes- 
tina! contents. Non-habit forming, 
easy to toke and well tolercted 
are other qualities which combine 
to make economical KONSYIL the 
ideal medicament for patients 
who must “toke something” every 
day. 

Mede from the jelly forming 
portion of Plantago Ovota, 
KONSYL obsorbs ond retcins 
woter, thereby aiding in the 
forming of soft, easily evecvated 
stools. definitely will not inter- 


MANUFACTURERS OF 


lL. A. FORMULA 
CONTAINING LACTOSE, 
DEXTROSE AND PLANTAGO 
OVATA CONCENTRATE 


Burton, Parsons Co. 1515 state, N.W., WASHINGTON 9, D. C. 


You trust 
its 


Visit US AT BOOTHS 7 AND 8 


‘ 
‘ fere with normal digestive proc- 
esses, nor will it couse leckoge, 
irritation or flatuence. Send for 
free profesional sample and 
> ag test its benefits in your own ; 
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PERITONITIS: what’s the risk? 


Careful enteric surgical technics have lowered the risk 
of peritonitis greatly ; preoperative administration of 
SuLrasuxipine reduces it even further, and poxtoperative 


use of this highly efficient bacteriostat 


speeds and simplifies convalescence. 


Description: Relatively nontoxic; only 5“c absorbed 
into blood; rapidly excreted by kidneys. Maintains high © 
bacteriostatic concentration in bowel. 


Indications: (1) Before enteric surgery, to minimize risk 
of peritonitis; afterward, to speed and simplify recovery. © 
(2) Ulcerative colitis, (3) Bacillary dysentery, acute or = 
chronic, including carrier state. (4) Combats urinary 4 
tract infection due to E. coli, by lowering enteric bacterial” 
reservoir. 


Dosage: Initial, 0.25 Gm./kilogram ; maintenance, 0.25 Gm. 
kilogram/day, 6 doses, 4-hour intervals. Supplied in 
0.5-Gm. tablets, bottles of 100, 500, 1,000, 

and (oral) powder, \4 and |-Ib. bottles. 

Sharp & Dohme, Philadelphia |, Pa. 


Sulfasuxidine. 


succinylsulfathiazole 
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FOR ANTI- 
LENT 
TS IN 

INAL 
1ON 


NAL 
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O- HIGHLY ACTIVATED CHARCOAL 
| COMPOUND TABLETS 
Each tablet contains: Extract of Rhubarb, Senna, Precipitated 


Sulfur, Peppermint Oil and Fennel Oil, in an activated, willow 


charcoal base. 


@ A Rational Adsorbent 


@ Encow 
@ Renders 


of 
naturel herbaceow® 
sedative. indicated 
caves of Nervous Excite 
diac and Gastror 


Not habit IN BOTTLES OF 
tinal ont 100 TABLETS 
forming 


Tasteless - 


vitamins. 


s Perisiaisis @ AR 
Toxins and Gases 


tics, and of oils which deprive the system of fat-soluble 


@ A Gentie Laxative 
Modifying Action 


It is @ mild laxative, adsorbent and carminative. 
Indicated in Hyperacidity, Indigestion, Flatulence and 
trodynia. 


Sample and Litereture on request. 


Available at all prescription pharmacies. 


STANDARD PHARMACEUTICAL CO. 


INC. 


1123 BROADWAY, NEW YORK 10, N.Y 


*,.. about 50% of the _ who consult the 
general practitioner have complaints for which 
there is no discoverable physical or organic cause’" 


Although these patients have no apparent organic 


basis for their complaints, they are ill and merit 
attention. 


In functional disorders, response to stress is 
effected via both branches of the autonomic 
nervous system. Therefore, treatment consists, 
where possible, in removal of the emotogenic 
factor ( practical psychotherapy ) and the “partial 
blockade” of the efferent autonomic pathways. 
The family physician is well-qualified to help 
these patients; his advice will do much to achieve 
the desired change in habits and to avoid 
unhealthy situations. 


Medical treatment is also essential. Controlled 
sedation of the entire autonomic nervous system 
can be accomplished by simultaneous administra- 
tion of bellafoline (cholinergic inhibitor), 
ergotamine tartrate (adrenergic inhibitor) and 


SEE OUR 


EXHIBIT 


phenobarbital (central sedative) in the form of 
Bellergal. This preparation inhibits autonomic 
impulses without completely blocking organ 
function. 


Karnosh and Zucker’ state that, “Probably the best 
medication for all neurovegetative disorders is a com- 
bination of: (a) bellafoline ...(b) ergotamine tartrate 
..(¢) phenobarbital...A good commercial preparation 
of these ingredients is a tablet called bellergal . . . The 
adult dose of bellergal is 3 or 4 tablets daily,’" 


BIBLIOGRAPHY 
1. WILLIAMS, V. P.: New England J. Med 236. 322, 
2. KARNOSH, L. J. and ZUCKER. 
Psychiatry, St. Lown, Mosby, 1945. 


19047, 
N.: A Handbook of 


ndoz 
harmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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NON-SURGICAL TREATMENT 


Castroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.:* In 
a recent comprehensive paper, Aaron’® and 
others* ** express a preference for calcium 
carbonate as the antacid to be employed. 
trrmacac, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.* Just | 
TiTRaLac tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 

The very agreeable taste of soft-massed TrTRAL Ac 
tablets, which is achieved without employing 
taste-disguising, acid-generating sugars in the 


SEE OUR 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC.., 550 rirrit avenve, New YORK ¥. 


EXHIBIT 
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ALKALINE 
“TITRATION acio 500 ce. of 
TITRALAG 

MILK, AWD 

muMINA 

2 50 ec. tadlet) 
HCI 

Time in moutes 


OF PEPTIC ULCER. 


formula, makes them as acceptable to patients 
as an after-dinner mint. Prescribing trrmatac 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 


trrratac tablets are supplied in bottles of 100 
and convenient-to-carry packages of 40. 
TITRALAC powder is also available, in 4-oz. jars. 


REFERENCES 

1. Rossett. N. E.. and Pleaier, Ann. Int. Med. 18) 199 
(1044). 2 Preezer, C. Ciheon, C. and Matthews, 
E.; Gay's Howp. Reports TS. 191 (1928). 3. Aaron, A. 
Lipp, W. F., and Mi J. A. M.A. 198: 514 ( Peb. 10) 
1949. 4. Kiesner. B.. and Palmer, W. L.: M. J 
64. 357 ( Dee.) 1944. 5. Kiewbell, §.: in Practice of Medicine 
( Tiwe). Hagerstown, Md. W_ PF. Price 1944, 
p. 210. 6. Special Article: MM. Times 76: 10 ( Jan.) 1048 


* The formula of Trrmatac & one whose composition and 
mode of action are by U.S. Patent No. 2.429.506. 
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through Specific Action in 
Diarrhea and Infectious Enteritis 


Paoguan presents sulfaguanidine, colloidal kaolin, and pectin 
for prompt action in many forms of infectious diarrhea, colitis, 
and gastroenteritis. Produces rapid relief of the diarrhea and 
associated abdominal discomfort. 


Unlibadorial The antibacterial action of sulfaguanidine is 
largely confined to the intestinal tract. It is but slightly absorbed, 
hence is remarkably free of toxic systemic reactions. It is the 
sulfonamide of choice in many forms of infectious enteritis. 


Demutcent Pectin performs the valuable function of com- 
bining with certain toxins and exerting a well-defined demulcent 
influence upon inflamed intestinal mucous membranes. 


Born kaolin and pectin are highly adsorptive and 
aid in the removal of toxins and bacteria, reducing the severity 
of the invasion. 


Paoguan is available through all pharmacies in gallon and 
pint bottles. 


THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK + SAN PRANCISCO + KANSAS CITY 


PAOGUAN 


SULFAGUANIDINE PECTIN KAOLIN 
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Bach cc. of Paoguan 
contains” 
Sulfaguanidine 06.5 Gm. 
: Colloidal kaolin. 2 Gm. 
i Pectin 0.04 Gm. 
Combined in palatable ve- 
hicle containing aromatics 
and carminatives. 


Can you heal the crater 
IN 7 TO 10 DAYS? 


Creamalin stops the pain of peptic ulcer fast t 
~ause it is a truly amorphous aluminum hydroxidj 
Hence being most soluble of all nonabsorbal 
gels,! it stops pain in minutes. Creamalin also a 

fast because it is reactive aluminum hydroxide 

with greater acid-combining power.* 


Creamalin heals peptic ulcer fast because it 
acid-soluble aluminum hydroxide, most effecti 
type for prolonged, sustained neutralization® 
Healing has been demonstrated in 7 to 10 days 
repeatedly.? Tablets or liquid. 


1. Solimenn, A Menwal of Pharmacology. Philadeiphic, W. 8B. 
Sounders Co.. 7th p. 938. 


2. Gettermon, C.. and Ehrenteld, Gastroenterology, 9: 141, 
Avy. 1947 

3. Woldman, £.. and Polan, C. Am. Jour. Med. 198/155, 
Avg. 1999. 


INC. 
NEW YORK, NY. WINDSOR, ONT. 
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belching, nausea, or 
unstable colon are due to 


gastrointestinal spasm, 


Mesopin provides an effec- 
tive means for prompt relief. Its 
selective antispasmodic action 
on the digestive tract controls 
spasticity without the undesirable 
side effects of atropine or bella- 
donna. Thus, symptomatic relief of 
many common disturbances of the stom- 
ach or intestines can be achieved with 
discrimination and safety. Mesopin is indicated for 
the relief of gastrointestinal spasticity, such as pyloro- 


spasm, cardiospasm, spastic colon, and biliary spasm. 


IMESOPIN of homatropine methyl bromide ) 


SELECTIVE GASTROINTESTINAL ANTISPASMODIC 


SUPPLY : Elixir in 16 ounce bottles; tablets in bottles of 100. 
MESOPIN (homatropine methy] bromide )—2.5 mg. per teaspoonful of elixir 
or per tablet. Also supplied : MESOPIN-PB*—2.5 mg. Mesopin and 

15 mg. (1/4 gr.) phenobarbital per teaspoonful of elixir or per tablet. 


Detailed literature and samples on request. 
® 


in *PB abbreviated desi¢nation 
oO for phenobarbital. 


ENDO PRODUCTS INC., RICHMOND HILL 18, NEW YORE 
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HYDROCHLORIDE 


“WARNER: — 


A SUPERIOR 
ANTIHISTAMINIC OF 
12,3 
PROVED VALUE RASHES OR 
TO PENICILLIN 
OR OTHER OR 


DIATRIN® Hydrochloride sugar. 
coated oral tablets, 50 mg each 
are available in bottles of 100 
and 1000 toblets. 


DIATRIN* HYDROCHLORIDE 


Effective... Less Toxic... Minimum Side-Effects... 


REFERENCES 
Cates, Rath ond? |. Newton. 1. Comes. Fresh fh nd 
WILLIAM R. WARNER & CO., INC. . 
New York Los Angeles St Louis FRONTED 
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For the Peptic Ulcer Patient 


“Double gel” action 


AMPHOJEL 


ALUMINUM HYDROXIDE GEL WYETH 


Provides prompt relief ...no alkalosis 

benefit, prescribe AMPHOJEL LIQUID 
. for home ond office therapy, 

. supplemented with AMPHOJEL TABLETS 

for handy “between times” therapy, 


UQUID:, Bettes of 12 oz. TARLETS: 10 @., 
bones of 60; 5 gr., boxes of 30, bottles of 100 


Wijeth incorporated + Philadelphia 3, Pa. 
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AMPHOJEL ANTACID GEL 
reises gastric pH to 
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coots gastric : 
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